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The Operation.—What will be the exact nature and 
extent of the operation depends partly on the disease for 
which the operation is performed, and partly on the end 
which the operator seeks to secure. 

In diseases purely local and one-sided, such as ovarian 
hernia, single hydrosalpinx, simple ovarian abscess, un- 
complicated prolapse of one ovary, and many examples of 
Fallopian pregnancy, there need be no hesitation in leav- 
ing the sound organs untouched. In double hydrosalpinx 
without adhesions, the ovaries may be left behind. But 
in all cases where nerve disturbances have existed for 
some time, we must reckon with the force of diseased 
habit; and here complete delivery from pain may be 
secured by nothing short of complete abrogation of 
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function. If a patient had been suffering for years from 
a small abscess in one ovary, the appendages being other- 
wise normal, her cure would almost certainly be more 
speedy and more complete if the whole of the appendages 
were swept away. Each case must be judged on its own 
merits. The duration of the disease and the extent of it ; 
the age of the patient; her position in life ; her own and 
her husband’s wishes, must all be taken into account. 

It happens in most cases of inflammatory disease, that 
the lesions are bilateral; and here the question is settled 
for us. In those cases where the motive is abrogation of 
function, or cessation of uterine bleeding, we have to 


decide between simple removal of the ovaries,—oédpho- 


rectomy, and removal of both tubes and ovaries,—salpingo- 
odphorectomy. 

Into a discussion of the influence which the tubes may 
possess over the function of menstruation we cannot here 
enter. Suffice it to say, that if Tait’s theories have not 
everywhere been admitted, his practice has been very 
generally followed. The modern operation is removal of 
the appendages, and not merely removal of the ovaries. 

Practical considerations in support of this practice 
need only be given here. A few of these are as follows: 


(rt) More than one case has been recorded in which 
removal of tubes without ovaries has been followed 
by menopause. One such case has occurred in my 
own practice. In this case menopause was not 
sought. On the other hand, many cases of double 
odphorectomy have not been followed by complete 
change of life. The best results published so far 
have been got from complete removal of the 
appendages. 
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(2) A better pedicle is afforded for deligation when both 
tubes and ovaries are included. A ligature sur- 
rounding the ovarian attachments alone is liable to 
cause kinking of the tube with subsequent risk of 
occlusion or distension. The hilum of the ovary, 
with its plexus of vessels, is not satisfactory tissue 
for inclusion in ligature. 


(3) By removal of the tubes all further risks of disease 
in them are done away with. The ovaries can 
scarcely be removed without upsetting the blood 
supply to the tubes, and causing some physical 
injury to them as well. Venous congestion or 
actual inflammation in the tubes might readily 
follow simple odphorectomy, and nullify the benefits 
of the operation. 


(4) The tubes are useless when the ovaries are removed. 
If one good reason for their removal can be given, 
and none for their being left behind, the question 
at issue is settled. 


Removal of the uterine appendages may be either a 
very simple or a very difficult proceeding. If the organs 
occupy their normal situations and there are no adhe- 
sions, as in the cases to which the term castration may 
with least impropriety be applied, for small bleeding 
myomata, or absent or malformed uterus, or cystic ovaries, 
or such like, the operation is easy. If, as in inflammatory 
disease, they are displaced and matted together and to 
the surrounding organs, the operation may be one of great 
difficulty and delicacy. For large myomata, again, the 
operation presents special features which may cause diffi- 
culties ; and, finally, the proceeding in the case of ovarian 


hernia is peculiar to itself. 
7 * 
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Where the Appendages are Anatomically Normal, or 
nearly so.—The incision, made in the ordinary median 
position between the umbilicus and pubes, need not be 
longer than an inch and a half or two inches—enough 
easily to admit two fingers. At the second or third cut 
the fibres of the linea alba are laid bare through the 
whole length of the wound. Pressure forceps are placed 
on any bleeding points, and left attached. As the 
parietes are not thinned and distended by a tumour, 
the linea alba is very narrow, and it is not often that it 
can be divided without exposing one or both recti. A 
small opening is made in the fascia: if it is on the linea 
alba, well and good; if not, the layers are pushed to one 
side or the other, and when the situation of the fibrous 
septum is found, the fascia is slit up to the length of the 
wound by the point of the knife cutting forwards. The 
muscular fibres are pushed to one side with the handle of 
the scalpel, and the sub-peritoneal fat exposed. This is 
caught up on two catch forceps, and carefully divided 
between them: and the rest of the division is made while 
the tissues are pulled out of the wound. The peritoneum 
is easily recognised: a small opening is made in it while 
it is thus everted; the finger inserted into this opening 
acts as a director upon which the division is completed, 
preferably by scissors. By this method, which is Tait’s, 
there is no danger in wounding bowels; as each fold of 
tissue is pulled up and made tense it is cut on its folded 
edge by the blade of the knife, held horizontally: and when 
the very smallest opening has been made in the peritoneum 
the air rushes in, and the bowels, if they have been 
dragged forward by suction, fall back at once. With 
moderate care, there is not the slightest danger of wound- 
ing bowel: it is idle to use it as an argument against the 
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operation, as one distinguished gynzcologist has done, 
that there is great danger of wounding the bowel. 


The compression forceps may now be removed. It is 
sometimes advisable, if the peritoneum is loosely attached, 
to leave a catch forceps on each side clinging to its cut 


margin, and leave these lying over the abdominal walls. 
The two first fingers are now inserted into the wound. 
If omentum covers the bowels, it must be dragged up- 
wards; if not, the fingers are pushed straight down to 
the fundus uteri. The fingers, one on each side of the 
broad ligament, and grasping it between them, are now 
carried outwards till the ovary is felt ; it is then lifted out 
of the wound, with its mesovarium and its oviduct. Still 
held in.this position in the left hand, the Fallopian tube 
is pulled out as much as it will readily come, and the 
pedicle spread out for ligature. The parts to be removed 
are the ovary with its mesovarium, and the Fallopian tube 
in its outer three-fourths, with the double peritoneal fold 
in which it lies, and which contains also the parovarium 
and the vascular erectile tissue known as the bulb of the 
ovary. The ligature is placed double by transfixing with 
a blunt needle. The inner pedicle contains the utero- 
ovarian ligament, the Fallopian tube somewhere near its 
isthmus, the spermatic artery and its veins, and the small 
branch which accompanies the Fallopian tube. The 
outer ligature lies at the retiring angle where the infun- 
dibulo- pelvic and infundibulo-ovarian ligaments meet, 
takes its half of the mesovarium, and also constricts the 
spermatic artery. In most cases no method of ligature 
is, in my opinion, superior to Tait’s Staffordshire knot. 
The loop carried through by the needle (which must be 
very blunt, to prevent the accident of wounding any of 
the numerous small veins) is caught by a finger and the 
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needle withdrawn. The loop is then raised over the parts 
to be removed, and one of the free ends drawn through 
the loop and over it. The free ends are now caught in 
one hand and pulled tight, while the fingers and thumb 
of the other hand act as an opposing force at the site of 
deligation. The knot is then cast and tied tightly, either 
by the operator unaided, or with the help of the assistant, 


who pulls on one end of the ligature. The parts are then 


cut away, by successive snips of scissors, at a distance of 
about a quarter of an inch from the ligature. Before 
making the last cut the surface must be carefully inspected, 
to see that there is no bleeding. The pedicle is then 
dropped in, and a soft round sponge is put in after it, so 
as to make sure, from the absence of blood on it, that the 
ligation is perfect. A more deliberate, and perhaps more 
clumsy, plan is, to catch the sides of the pedicle in fixation 
forceps, hand these over to an assistant, and apply the 
ligature below them. The same proceeding is then carried 
out with the appendages on the opposite side, and a sponge 
placed on the pedicle. This is essentially Tait’s method 
of operating: it is the best with which I am acquainted. 

A small thin flat sponge is now placed over the bowels 
under the incision ; and the sutures, four or five in number, 
are introduced. For this purpose I prefer using a Goetz’s 
suture-instrument, with a needle which I have had specially 
made, to all other methods. The instrument is essentially 
a handled needle, in the handle of which is kept a reel of 
suture silk soaking in antiseptic lotion. As the sutures 
are introduced they are cut off in convenient lengths. 
Each suture includes skin, muscle, fascia, and peritoneum. 
When the sutures are placed, the sponges are removed by 
two fingers inserted into the abdomen, and if they return 
free of blood the wound is closed. 
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When the Appendages are Inflamed and Adherent.—The 
previous operation is a very simple one. From first to 
last, in competent hands, it can scarcely occupy more than 
fifteen minutes. But it is a very different thing if the 
appendages are adherent or inflamed, or suppurating and 
matted together, as in inflammatory diseases. Then the 
operation may be one of the most difficult in surgery. 
Even in the hands of surgeons of the highest skill, it has 
not unfrequently been abandoned as impracticable. 

The first difficulty met with is, probably, that the 
appendages are fixed and cannot be drawn to the surface. 
They may be represented by an irregular conglomeration 
of cystic and cicatricial material sessile on the broad 
ligament or in Douglas’s pouch, and perhaps intimately 


adherent to bowels. They are beyond the reach of sight, 


however much the abdominal walls are depressed. To 
deal with such a state of affairs, one of two courses is open. 
The first is to enlarge the incision to three or four inches; 
to pull the bowels out of the pelvis and keep them in the 
abdomen by one or more sponges packed under them; to 
pull the parietes apart by spatule, and seek by a strong 
light to expose the parts to view, and operate by the aid 
of sight. This may be safe, but it is clumsy and difficult. 
If the parietes are muscular and firm, considerable force 
may be required to crowd the bowels into the abdomen, 
and to keep them there is still more difficult. And it is 
not easy at the bottom of the pelvis to perform delicate 
surgical manipulations with knife or scissors and ligature. 
One operator has had recourse to the doubtful expedient 
of making space by turning the bowels outside the abdomen 
altogether. 

The other course is that followed by Tait. As a result 
of his unrivalled experience, Tait has come to the con- 
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clusion that it is best to depend entirely on the fingers to 
deal with such a condition, relying on the skilled sense of 
touch to guide against the dangers of tearing bowel or 
other structures. To control bleeding he recommends 
sponge packing. Firstly, the fingers map out the actual 
limits of the diseased organs; then these are gently 
separated from all surrounding organs, and gradually the 
mass is unfolded upwards from behind till the only 
attachment left is the proper pedicle of the parts to be 
removed. Even as.thus separated the appendages will 
probably be found sessile on the broad ligament, so that 
they can be little more than brought within the range of 
sight. The broad ligaments are stretched tightly across 
the pelvis, and dragging on the appendages may tear them. 
The pedicle ligature may have to be carried under the 
diseased parts at a considerable depth from the surface. 


If possible, all the tissues are gathered together in one 
pedicle, as by the Staffordshire knot; but the puckering 
so produced may drag upon the opposite ligament so much 


as to cause tearing. To tie in two parts almost of neces- 
sity tears open the tissue between them. It has happened 
to me in one case, while putting on a ligature, that the 
broad ligament was torn clean away from the side of the 
uterus for a distance of more than an inch. 

In dealing with such a difficulty, Tait, always fertile 
in expedients, tells me that he is in the habit of pushing 
his finger down on the broad ligament, close to the pelvic 
insertion of it, and so causing a series of minute tears 
through the fibrous fasciz and peritoneum, but leaving 
the elastic, distensile, and tortuous vessels uninjured. 

I have thought that an air bag inflated in the rectum 
might sometimes be of use by raising the whole pelvic 
floor. 
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The bleeding in these cases is sometimes described as 
being truly alarming, and I have had practical experience 
of this fact. Sponges are packed in everywhere as the 
adhesions are separated, and as the hemorrhage is started. 
If, after the appendages have been removed, bleeding still 
goes on, a little solution of iodine on a sponge may be 
applied to the raw surfaces. Of course visible bleeding 
points are dealt with by ligature or forci-pressure. And it 
may sometimes be good practice to leave forceps attached 


to bleeding points for twenty-fours hours or so, their 
handles being left outside. In all such cases the insertion 
of a glass drainage-tube for a day or two is advisable. 

If an abscess or abscesses exist, extra care is necessary 


to avoid rupture of the abscess wall. It may be wise 
before beginning separation to aspirate the contents, and 
place a pressure forceps on the opening so made. In 
such cases the placing of sponges all round the diseased 
parts is peculiarly necessary. 

For Uterine Myoma.—For small myomata the proceed- 
ing may be in no way different from the simplest operation. 
In fact, as the appendages are raised with the fundus, 
and the broad ligaments are usually soft and distensile, 
the operation may be easier. 

When the tumour is large, and especially when it is 
adherent, the difficulties may be great, even insuperable. 
Not a few such operations, begun as odphorectomy, have 
to be finished as hysterectomy. If the tumour grows 
away from the uterus, being sub-peritoneal and near the 
fundus, the appendages may be deep in the pelvis. 
Where the growth lies between the broad ligaments the 
ovaries will be elevated, and squeezed between the tumour 
and the parietes. In an unsymmetrical growth one ovary 
may be quite conveniently near the surface, while the 
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other lies out of reach and behind. Indeed, we must 
expect an endless variety of situation, and in some cases 
be prepared not to find ovaries at all. 

When one ovary is found, we must, before proceeding 
to remove it, find the other: and before removing one 
we must be certain that it is possible to remove both. 
Having decided to remove the appendages, we rotate the 
tumour to one side, so as to bring the parts first to be 
removed as close as possible to the surface. The pedicle 
is secured in the ordinary way by a Staffordshire knot, or 
in any other way that seems suitable for the case. Thorn- 
ton’s plan, of not cutting off the first ovary till all manipula- 
tions are over with the second, is a good one: it minimises 
the risk of bleeding from the divided pedicle by disturbing 
it. Forceps are left attached to the appendages first 
ligated: the appendages on the other side are brought as 
near the surface as possible by rotating the growth, tied, 
cut off, and covered with a flat sponge. The appendages 
on the other side are then cut off, and also covered with 
a sponge. When the sutures have been inserted in the 
parietal wound, the sponges are removed and the wound 
closed. 

For Ovarian Hernia.—When, from pain or symptoms of 
strangulation, it has become necessary to operate upon 
an ovarian hernia, it is usually found the best surgery to 
remove the herniated parts. The incisions are made as 
for ordinary hernia, and the appendages are removed 
according to the principles laid down. Mr. Lawson 
advises that the divided end of the Fallopian tube be 
fixed in the wound by a suture: this procedure seems to 
be no more necessary in operating here than by abdominal 
section. In most cases there will be found adhesions 
fixing the herniated organs in the sac. Hulke has operated 
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upon a case in which one corner of a bifid uterus lay in 
the sac with the appendages, and ‘‘the inguinal portion 
of the uterus was invested by peritoneum, which passed 
directly into that of the hernial sac, and thus fixed the 
organ in situ.” In herniated ovaries that are easily 
reducible there is danger of their slipping into the 
abdomen during operation: to avoid the risk of this, it is 
suggested that a needle be passed behind the ovary to fix 
it—a suggestion which is open to the objection that bowel 
may be pierced. In some cases, where the hernia only 
occasionally takes place, it may be most expedient to 
remove them by abdominal section. 

Ligature instead of Removal.—In cases where removal 
is extremely difficult, or impossible, the proposal of 
Professor Simpson, to strangulate the blood supply by 
ligation, is worthy of atrial. In his hands, and in the hands 
of Leopold of Leipzig, and others, it has done good. Dr. 
Geza v. Antal, of Buda-Pest (Centralbl. f. Gynik., 1882, 
No. 30), urges atrophic ligature of the ovaries, not only 
for uterine fibroids, but for uterine versions or flexions, 
ovarian displacements, and other conditions. More than 
one writer has suggested that the whole proceeding of 
removal of the appendages does good entirely by cutting 
off blood supply. 

Removal by the Vagina has now practically been 
abandoned, and need not be described. I have once 
operated in this way with success. 

Progress after Operation.—The progress after operation 
in all essential particulars so closely resembles that seen 
after ordinary ovariotomy, that it need not be described. 
Two peculiarities may be mentioned—pain and uterine 
hemorrhage. 


After removal of the appendages there is usually, for a 
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day or two, considerable pain in the hypogastrium, far 
more than is seen after removal of cystomata. We ought 
to be chary of having recourse at once to opium. Flatu- 
lence and sickness are so frequent sequences of opiates, 
however administered, that it is always wise to postpone 
their administration up to the limits of the patient’s 


endurance. The pain soon passes off: it rarely continues 
over the second day. Battey used to divide the pedicle 
by ecraseur, to try and do away with this pain: statements 


as to the success of his practice are not published. If 
there is restlessness or jactitation, opium is specially 
indicated. 

On the second, third, or fourth day after operation 
we may expect bleeding from the uterus to take 
place. The bleeding is usually considerable in amount, 
and may continue over four or five days. It is in 
no way harmful; indeed, it is usually accompanied 
by amelioration of the subjective symptoms. Some 
surgeons consider it part of the cure in the operation 
for myoma. It requires no. treatment, and need cause 
no anxiety. 

Treatment is advanced by casting off error almost as 
much as by introducing improvements. The hereditary 
fallacies in the treatment of abdominal operations are ice, 
milk, and opium: ice to allay thirst, milk ‘as a food, and 
opium to treat peritonitis. Ice does not allay thirst; as 
cold water it lies unabsorbed in the stomach, to be 
ultimately rejected. For ice substitute hot water, or 
hot toast and water, or weak hot tea, or solution of beef 
essence, by the mouth; or a large water enema by the 
rectum. Milk isa bad food in abdominal cases; it causes 
flatulence—a most baneful result, it is not easily digested, 
and it is rarely acceptable to the patient. Peptonised, it 
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is less objectionable. In these cases peritonitis is better 
treated by a saline purge than by opium. A purge relieves 
engorgement of the intestinal vessels, carries off flatu- 
lence, and diminishes fever; opium aggravates these 
symptoms, while it aggravates the conditions which cause 
them. The rectum tube and the turpentine enema, or 
the simple hot-water enema, will relieve flatulent dis- 
tension more satisfactorily than any drug or any com- 
bination of drugs. 

Finally, I would never confine the patient to the 


supine posture. If the parietes are well supported by 
strapping, the clumsy obstetric binder may be abolished, 
and the patient may from the day of operation be 
permitted to assume any position, short of the erect 


or the sitting, which is most comfortable to herself. 
A patient, restless and complaining of backache while in 
the supine position, will often drop off to sleep at once 
when placed on the side. 

The time-honoured observance of catheterism every 
four or six hours is also a mistake. In most cases we 
may wait till the patient asks to be relieved: this may 
not be for twelve or more hours, as the secretion of 
urine is usually scanty for the first day or two after an 
abdominal operation. As soon as she can pass water, 
she may be permitted to do so. 

These are commonplace and routine practices. I 
honestly believe that to let the patient alone as much as 
possible is the best practice. In nine cases out of ten 
the nurse can treat the patient as well as the surgeon; in 
the tenth, however, prompt and decisive measures may 
have to be adopted: such as drainage, opening and 
washing out the cavity, free purgation, artificial emesis; 
and it is here that skill, judgment and courage, more 
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perhaps than in any other department of surgery, can 
record their triumphs. 

Remote Effects of the Operation.—The individual results 
of the operation as performed for specific disease have 
already been described, and the general results so far as 
they affect the feminine attributes have been sufficiently 
discussed. It remains shortly to give an account of the 
behaviour of cases, with particular reference to the uterine 
functions and with general reference to bodily health as 
observed for a year or more after operation. Each disease 
has its own record, and all diseases have points in common. 

For inflammatory disease, which is perhaps the most 
satisfactory source of operation, the record is broadly as 
follows :—At the end of a fortnight or three weeks the 
patient will probably express herself as feeling peculiarly 
well, and will be anxious to get up. When she has been 
getting about for a week or so, and at the time when 
menstruation is due, she will probably complain of back- 
ache and feelings of weight in the hypogastrium, and 
possibly her spirits may become a little depressed. Most 
probably there will be molimina, but no menstrual flow. 
During the next month slight backache, with some general 
weakness, may be complained of; and somewhere near 
the next period these symptoms may be aggravated. 
These cases do not get quite well very quickly as a rule; 
and this, of course, is not to be expected, considering 
their previously prolonged illness. In from three to six 
months perfect recovery may be expected. But all the 
old pain will have disappeared; and this alone, even in 
the most tedious cases, the patient will say was more 
than enough to justify operation. Regular menstruation 


is very rare, irregular and slight bleedings are more 


common; neither is likely to continue over more than six 
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months. Ina considerable majority amenorrhcea, imme- 
diate and permanent, follows the menorrhagia which 
occurs a few days after operation. 

In myoma the result is very variable as to subsequent 
course. There occurs the ordinary metrorrhagia imme- 


diately after operation. Thereafter we may expect com- 


plete arrest of menstruation, with at first cessation in the 
growth of the tumours, and then slow but steady diminu- 
tion in size. This shrinking is by no means confined to 
small tumours, and it is rarely possible to foretell what 
tumours will shrink and what will not shrink. 

There is one variety of myoma—the soft, cedematous— 
which, Tait tells us, goes on growing after removal of the 
appendages, and which can be treated only by hysterec- 
tomy. I can find no definite information as to the utility of 
removal of the appendages after the period of the meno- 
pause has passed ; and it would be dangerous, considering 
how little we really know of their functions even when 
supposed to be physiologically inert, to speculate as to 
the possible benefits to be derived from the proceeding. 
A tumour may not show signs of diminution in size for 
several months, when it may begin to decrease in bulk 
over one or two years, and then reach dimensions which 
are stationary. 

For the neuroses, the results are at once highly en- 
couraging and deeply disappointing. The balance, how- 
ever, lies largely on the side of encouragement. The 
failures have been chiefly in cases of epilepsy; and here, 
no doubt, errors arising from an improper selection of 
cases have been most numerous. In favourable cases we 
are not to expect complete and perfect cure from the 
beginning. For the first few weeks there may be a com- 
plete cessation of the abnormal nerve phenomena; at the 
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time of the next period there may be a few fits; 
then in diminishing numbers a few more fits, lasting 
over several months. Perfect recovery must not be 
counted upon within six months at least; and this 
recovery must be encouraged by strict attention to 
regimen and surroundings. 


In concluding these remarks upon the operative details, 
I cannot refrain from expressing my belief that the opera- 
tion has suffered at the hands of careless diagnosticians 
and inexperienced operators. The average mortality is 
high—over ten per cent.—simply because the single 
operations of inexperienced surgeons have to be included; 
and the results are not so perfect as they might be, because 
unsuitable cases are submitted to operation by men who 
are not sufficiently trained in this department of practice. 
The mortality is the best attained mortality: in the hands of 
one surgeon it is less than three per cent. Removal of the 
uterine appendages is not to be undertaken with a light 
heart. In ten cases which the writer has operated 
upon, he has had to contend with difficulties greater than 
in fifty ovariotomies. And some of these cases he could not 
have finished had he not had some experience in abdominal 
surgery. The dead-house is a valuable source of experi- 
ence. There one may practically learn the lie of the 
appendages, how to find them, and how to remove them 
when healthy; and this is valuable tuition towards their 


removal in disease. Without such experience in the 


living or the dead, no surgeon ought to undertake 
removal of the uterine appendages. If he does, every 
tenth case will die, and every eleventh case he will fail to 
complete: doing so, he fails to do the best for his patient, 
and he brings his art into discredit. 
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DISPLACEMENTS OF THE OVARY. 


BarnEs.—On Hernia of the Ovary. Amer. Fourn. Obstet. Jan., 1883. 

DENEvx.-—Sur la hernie de l’ovaire. Par., 1813. 

Pott.—Hernia of Ovaries successfully operated upon. Works. Vol. ii. 
(Occurred in 1756.) 

WeERTH.—Doppelseitige Hernia Ovarialis inguin. Arch. f. Gynack. v., p. 11. 

LouMAIGNE.—De la hernie de l’ovaire. Par., 1869. 

WEINLECHNER and BALLeray.—Ovarial-hernie. Centralbl. f. Chir. v., p. 5. 
1877. 

CHAMBERS.—Congenital double Inguino-Ovarian Hernia. Lond. Obstet. 
Fourn. Dec., 1879. 

Purecu.—Des hernies de l’ovaire. Gaz. Obstét. de Par. 1875. 

Jones (W. M.)—Congenital Hernia of both Ovaries. Brit. Med. Fourn. 
Sept., 1877. 

MuLertT.—Fourn f. Chirurg. 1850. ix., p. 3. 

EnGuiscH.—WMedicinische Fahrbiicher.. 1871. P. 335. 

McCLuER.—Amer. Fourn. Obstet. vi., p. 613. Operation. 

Nesoux.—Bull. de Thévap. Avril, 1845. Operation. 

Lorerer.—WMonatsschr. f. Geb. B. 28, p. 453. Operation. 

Lassus.—Path. Chiy. Par., 1806. ii., p. 98. Operation. 
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GuERSANT.—Buill. de Thévap. 28. 1865. Two cases. Operation. 

HoimeEs.—Lancet. Jan., 1884. Operation. 

Meapows.—Tvrans. Lond. Obstet. Soc. iii., p. 438. Operation. 

CLEVELAND.—Adhasion und Prolapsus des Ovarien. Schmidt's Fahrbuchk 
v., 156. 

Munpv&.—Prolapsus of the Ovaries. Med. Times and Gaz. Jan., 1880. 

Strocks.—Ovarien Prolaps. Centralbl. f. Chir. v., 1. 

ATTHILL.—Prolapse of Ovaries. Med Press and Cire. Dec. 1oth, 1880. 

SkENE.—Prolapse of Ovaries. Amer. Fourn. Obstet. April, 1879. 

GoopELL.—Prolapse of Ovaries. Lessons in Gynaecology. Phila., 1880. 

HuntTer.—Prolapsus of the Ovary. Phila. Med. Times. 1883-4. xiv., p. 559 

IutzE.—Displacement of Left Ovary. Battey’s Operation. Death. Amir. 
Pract. 1883. xxviii., p. 257. 

Heywoop Smitu.—Hernia of the Ovary. Brit. Gynac. Fourn. Nov., 1885. 


CYSTIC AND CIRRHOTIC OVARIES. 

Tait.—Discases of Ovaries. 4th Ed. 

Jacop1.—Cystic Ovaries. Battey’s Operation. New York Med. Rec. 1884. 
KXX., Po 70S: 

WiLL.—Cystic Degeneration of the Ovary. Battey’s Operation. Death. 
Peoria Med. Monthly. 1883-4. iv., p. 419. 

Brown.—Cystic Ovaries removed by Laparotomy. Hydrosalpinx. New 
York Med. Rec. 1884. Xxv., p. 195. 

BERAUD.—(Variolous ovaritis.) Archiv. Géin. de Med. 1859.  xiii., p. 588. 

Wa ctace.—Bilateral Ovarian Cystic Degeneration. Oper. Rec. Lancet 
1884. 1., p. 1027. 


DISEASES OF THE FALLOPIAN TUBES. 


Tait.—Diseases of Ovaries. 4th Ed. 
Tr. Med.-Chir. Soc. Edin. 1883-4. iii., p. 36. 
Trans. Obstet. Soc. Lond. 1884. Pp. 111, 138, 234. 
New York Med. fourn. 1884. xl., p. 421. 
Med. Times and Gaz. 1884. ii., p. 318. 
Edin. Med. Fourn. Sept., 1885. 
Brit. Gynec. Journ. July, 1885, and Nov., 1885. 
Simpson.—Hzmato-salpinx. Case. Tait’s Operation. Edin. Med. Fourn. 
1884. XXX., P. 447. 
Brossarp.—Tubo-ovarite suppurée avec péritonite pelvienne circonscrite. 
Ann. de Gynéc. Par., 1885. xxiv., p. 117. 
CuapMan.—Extreme Cystic Dilatation of the Fallopian Tubes. Abdominal 
Section. Recovery. Ty. Edin. Obst. Soc. 1883-4. ix.,p. 199. Edin. 
Med. Fourn. 1884-5. XXx., Pp. 204. : 
Simpson.—Hemato-salpinx. Tait’s Operation. Tyvans. Edin. Obstet. Soc. 
1883-4. ix., p. 182. 
Wy ie.—Cases of Salpingitis. Results of Operations. New York Med. 
Rec. 1885. xxvii., pp. 85, 161. 
Diseases of the Fallopian Tubes. Boston Med. and Sur. Fourn. 
1886. cxii., p. 109. Amer. Fourn. Obstet. vi., p. 43. 
FrerGuson.—The Diagnostic Value of Ciliated Columnar Epithelium in 
cases of Hydrosalpinx and Pyosalpinx. New York Med. Fourn. 
1885. xb, p. 2z0. 
Wiepow.—Zur operativen behandlung der pyosalpinx. Centralbl. f. Gyndk. 
Leipz., 1885. ix., p. 145. 
PorTER.—Report on a case of Pyosalpinx. Phila. Med. News. 1885. x\lvi., 
9. 362. 
CuamBers.—Hydro-salpinx. New York Med. Rec. 1885. xxvii., p. 273. 
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ZeE1ss.—Pyo- und Hamato-salpinx. Centralbl. f. Gyndk. Leipz. 1885. 
vii., p. 745. 

Horne.—Case of Salpingo-oéphorectomy for Pyosalpinx. Dublin #. Med. 
Se. 1884. Ixxvii., p. 347. 

Kios.—Path. Anat. d. Weibl. Sexualorgane. P. 288. 

HENNIG.—Der Katarvh der inneren Weiblechen Geschlechtstheile. 2nd Ed. 

FORSTER.—Wuener Med. Woch. 1859. Nos. 44 and 45. 

WaGNER.—Monatsschr. fiir Geb. Vol. xiv., p. 436. 

Von DEssANER.—Ibid. Vol. xxvii., p. 60. 

GoopELL.—Pyosalpinx and Hydrosalpinx. Journ. Amer. Med. Asso. 
Chicago, 1884. iii., p. 24. 

MartTin.—Successful Operation for Pyosalpinx. Boston Med. and Surg. 
Fourn. 1884. Cx1., p. 132. 

MacponaLp.—Two Cases of Salpingo-odphorectomy. Ed. Med. Fourn. 
1884-5. XXX., Pp. 97. 

LEDIARD.—Pyosalpinx. Abdominal Section. Recovery. Lancet. 1884. 
ll., P. 493. 

AVELING.—A Case of Double Pyosalpinx. Brit. Gynec. Fourn. July, 
1885. 

SANGER.—Gonorrheeal Disease of the Uterine Appendages, and the 
Operative Treatment. Abst. in Amer. Fourn. of Med. Sc. Jan., 1885. 
P. 295. 

OPERATIONS FOR CAUSES RESIDING IN UTERUS. 


WERNER.—Battey's Operation performed in a case of Malformation of the 
Genital Organs. Am. Fourn. Obstet. 1884. xvil., p. 144. 

3ATTEY.—Tvans. Internat. Med. Congress, 1881. iv., p. 280. 

Tait.—Post-mortem Examination on case where Appendages were re- 
moved for Myoma three years before death. Med. Times and Gaz. 
1884. ii., p. 147. 

The Modern Treatment of Uterine Myoma. Brit. Med. Fourn. 

Aug., 1885. 

MeENZEL.—Castrationen bei Ovarialprolaps. Uterus-fibrom. Retroflexio 
uteri mit Descensio Ovariorum. Archiv. f. Gyndk. Bd.xxvi. Hft. i. 

Wriepow.—(For Fibroids.) Archiv. f. Gyndk. Bd.i. 1885. p. 299. 

DupLay.—De I'ablation des ovaires dans le traitement des fibro-myomes, 
&c. Archiv. Gin. de Méd. July, 1885. 

Discussion on the Treatment of Uterine Myoma. Brit. Gynaec. Fourn. 
July and November, 1885. 


OVARIAN NEUROSES. 


BircHER.—Die Castration bei Ovarial-neuralgie und Hysterie. Cor. BI. f. 
Schweiz. Aerzte. 1884. xiv., pp. 447, 470. 

MonTGOMERY.—Kemoval of Appendages for Menstrual Epilepsy. Phila. 
Med. News, 1884, xiv., 584; and Amer. Fourn. Obstet., 1885, xviii., 152. 

HecGar.—Der Zusammenhang der Geschlechtskrankherten mit Nervosen 
Leiden und die Castration bei Neurosen. Stuttgart, 1885, and 
Centralbl. f. Gyndk. 1884, xxxvili., p. 593. 

Brooxs.—Castration for Hystero-epilepsy. Phila. Med. and Surg. Rep. 
1885. iii., p. 230. 

GoopELL.—Removal of Ovaries for Confirmed Masturbation. Phila. Med. 
Times. 1883-4. xiv., p. 230. 

Simus.—Battey’s Operation in Epileptoid Affections. N. Y. Med. Rec., 
June 5, 1880. 

PALLEN.—True import of Odphorectomy in Epilepsy. N.Y. Med. Rec. 
June 5, 1880. 
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TERRIES.—Sur |’influence que peut avoir l’ovariotomie sur les manifesta- 
tions hysterique.—Bull. et Mem. Soc. de Chiv. de Paris. 1884. x., p. 243. 

Homans.—Hysteria as affected by Removal of the Ovaries. Boston Med. 
and Surg. fourn. 1884. CX., p. 542. 

WALTON. —Hysteria as affected by Removal of the Ovaries. Jbid., p. 529. 

LanbDAU AND REMAK.—Ein Fall von Ovariotomie bei hysterischer Hernia. 
nasthesie; Klinischer Beitrag zur Ovarie- und Castrations-Frage- 
Ztschr. f. Klin. Med. 1883.  vi., p. 437. 

Munpv£.—Removal of Appendages followed by disappearance of symptoms 
of Spinal Atrophy. Amer. Fournal Obstet. 1884. xvii., p. 1162. 

GEISSLER.—Hyperaesthesie des Ovarium. Schmidt's Fahrbuch. v., p. 76 

ScHMALFuss.—Zur Castration bei Neurosen. Archiv. f. Gyndk. xxvi. i. p. I. 

LEPpPMANN.—Castration bei Epilepsie und Hystero-Epilepsie. bid. 

OurR.—Genito-Reflex Neuroses in the Female. Amer. Fourn. Obstet., 1883. 
XVi., p. 50 et seq. 

CaRSTENS.—Three Cases of Battey’s Operation. Jbid, p. 266. 

GENERAL CASES. 

ImLacH.—Six Cases of successful Removal of the Uterine Appendages. 
Liverpool Med.-Chir. Fourn. 1884. iv., p. 392; also ibid, Jan., 1886. 

Gray.—A Case of Battey’s Operation. Atlanta Med. and Surg. Fourn. 
1884. i., 321. 

Munpv£.—Three successful Cases of Odphorectomy. New Eng. Med. 
Monthly, 1883-4. iii., p. 549. 

Dawson.—Two Cases of Odphorectomy. Amer. Fourn. Obstet. 1884. 
xvil., p. 964. 

GooDELL.—Two Cases of Odphorectomy. Phila. Med. News. 1884. xiv., 


p. 468; and Amer. Fourn. Obstet. 1884. xvii., p. 1186. 

Van ErRNAN.—Four Cases of Odphorectomy. Kansas City Med. Rec. 
1884. 1., p. 95. 

FEHLING.—Zehn Castrationen, &c. Archiv. f. Gynack. Berl., 1883-4. 
Xxli., Pp. 291. 

HERMANCE.—Ovarian ne: Oodphorectomy. N.Y. Med. Record. 
1834. XXV. -. 430. 


norrhoeea, &c. Weekly Med. 

Review. Chicago, 7884, ix., p. 290. 

THALLON.—The Battey-Tait Operation. N.Y. Arch. Med. 1884. xi., p. 180. 

Jacosi.—Salpingo-Odphorectomy. N.Y. Med. Fourn. 1884. xxxix., p. 673. 

Tuomas (T. G.)—Two Cases of Extirpation of the Ovaries. Med. Chron. 
Baltimore, 1883-4. ii., p. 161. 

Cuf&rREAU.—Memoire pour servir a l'étude des maladies des ovaires. 
Par., 1884. ; 

ENGELMANN.—Case of Battey’s Operation. Boston Med. and Surg. Fourn. 
May 13, 1880. 

SavaGE.—On Oédphorectomy. Lond. Obstet. Fourn., May, 1880; and Trans 
Internat. Med. Cong. 1881. Vol. iv. 

BaTtTEy.—Summary of 15 Cases of Battey’s Operation. Brit. Med. Fourn. 
April 3, 1880. 

EweEns.—Two Cases of Odphorectomy. Brit. Med. Fourn. Jan. 31, 1880. 

Tuomas.—Normal Ovariotomy. Amer. Med. Fourn. Vol. \xvii. 

Lutaup.—Ovariotomie Normale. Arch. Gén. de Méd. 1879. Vol. i. 

Meapows.—Ovarian Menorrhagia. Brit. Med. Fourn. July 12, 1879. 

VERNEUIL and FEeRRIER.—Menstruation after Double Ovariotomy. Lond. 
Obstet. Fourn. Vol. v. 

De SinétTy.—Ovulation et Menstruation. Ann. de Gynéc. Vol. vii. 

LoEWENTHAL.—Une nouvelle Théorie de la Menstruation. Med. Pract. 
Par., 1884, v., p. 577; and Semaine Med. Par., 1884, iv., p. 461. 
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HeEGArR.—Die Castration der Frauen. Samml. Klin. Vortr. Leipz., 1878. 
Nos. 136-8. 

BakER (W. H.).—The Use and Abuse of Battey’s and Tait’s Operations. 
Boston Med. and Surg. Fourn. 1885. 

Simpson.—Ligature of Broad Ligaments instead of Battey’s Operation. 
Edin. Med. Fourn. 1884-5. XXx., p. 444. 

GARDNER.—Ovaries and Fallopian Tubes removed, &c. Canada Med. Rec. 
1882-3. xi., p, 242. 

Jackson.—A Contribution to the Relations of Ovulation and Menstruation. 
Fourn. Amer. Med. Ass. Chicago, 1884. And Reprint. 

GALLARD.—Physiologie de la Menstruation. Compt.vend. 1883-4. xil., p. 713. 

KyLE.—O6phorectomy. Louisville Med. News. 1885. xix., p. 129. 

RABAGLIATI.—Two Cases of Double Odphorectomy. Lancet. 1884. ii., 

. 1091. 

Pn ae of Uterine Appendages. Maryland Med. Fonrn. 1883-4. 
X.,, Pp. 526. 

Hooper.—The Morbid Anatomy of the Human Uterus and its Appendages 
Lond., 1832. (Specially for diseases of the Fallopian tubes.) 
JouNson (J. T.)—Four Cases of Odphorectomy, with remarks. N.Y. Med. 

Fourn. Sept. 26th, 1885. 
PaRISH.—Removal of the Uterine Appendages. Phila. Med. Times. Jan. 
23rd, 1886. 
TayLor,(J.W.)—Report on Abdominal Surgery. Birm. Med. Rev. Sept., 1885. 
KEEN.—Three Cases of Tait’s Operation. Phila. Med. Times. xv1., p. 343- 


APPENDIX OF CASES. 


Some of these cases—as those of hystero-epilepsy—are of sufficient 
interest to be worthy of publication in detail: when a sufficient time has 
elapsed to make it certain that the full effects of the operation have been 
secured, they will be published. All the cases recovered. 


1. Hystevo-epilepsy—Nine years. Pyo- and hemato-salpinx; ovaritis. 
General matting of appendages by old dense adhesions. Operation very 
difficult. Free haemorrhage; broad ligament torn from uterus ; appendages 
cut away at a distance from the surface, and six ligatures placed. Drainage. 


2. Hystero-epilepsy—Ten years. One ovary enlarged, cystic and sessile 
on fundus uteri; the other lying in Douglas's pouch, and slightly adherent. 
Operation easy. 

3. Prolapse and Chronic Inflammation.—Appendages fixed in the retro- 
uterine cul-de-sac by old and very strong adhesions. Hzmato-salpinx and 
ovaritis. Operation very difficult. Free bleeding from raw surfaces, and 
great injury done to broad ligaments. Drainage. Symptoms of intes- 
tinal obstruction on fourth day, with stercoraceous vomiting. Abdomen 
reopened and washed out. 

4. Prolapse-—One ovary prolapsed, enlarged and adherent in Douglas’s 
pouch. Removed by vaginal incision. 

5. Ovarian Abscess—One ovary, as large as a pigeon’s egg, contained 
abscess; the other, cirrhotic. Both prolapsed and adherent. 

6. Displacement and Adhesions.—Left ovary attached by one surface to 
rectum; by the other, to the tip of the vermiform appendix; much 
enlarged, and containing two large blood-clots. Right ovary very small 
and cirrhosed. Left Fallopian tube contained much black fluid blood. 
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7. Cystic and Cirrhotic Ovaries, with fine Adhesions.—Ovaries slightly 
enlarged ; tissue consisting of dense, almost gristly, material surrounding 
several cysts. The lining membrane of one cyst contained inorganic 
muscle. Numerous long thread-like adhesions to bowels and broad liga- 
ments. Hzmato-salpinx. 


8. Bleeding Myoma.—Both ovaries enlarged, and studded with numerous 
small cysts ; tubes normal. 


9. Double Hydvo-salpinx.—One tube contained about six ounces of fluid, 
full of cholesterine; the other, about two ounces of clear yellow fluid. 
Ovaries left. Menopause. 


10. Hemato-salpinx.—More than a pint of black treacly blood in one 
tube, universally adherent. Ovary embedded in cyst wall. Appendages 
on opposite side not removed. 


11. Pyo-salpinx.—Globular tumour, size of orange, with very thick 
walls, containing putrid pus, shelled out of capsule of inflammatory tissue. 
Cyst in broad ligament of opposite side. Drainage. Ovary enlarged, but 
not diseased. 


12. Pyo-salpinx.—Thick-walled abscess; universally adherent walls ; 
contents excessively putrid, more than a pint of pus, and some gas. Patient 
much exhausted with hectic and bronchitis. Tumour removed. Drainage 
and daily irrigation of abdomen for three weeks. Large sloughs removed 
from abdomen. Intestinal fistula spontaneously becoming cured. Ovary 
found in cyst wall. 





Clinical Records. 


THE VOMITING OF PREGNANCY. By Joun 
MEREDITH, M.D. Edin., Wellington, Somerset. 


Severe cases of vomiting in pregnancy—that is, such 
as justly cause anxiety and alarm as to the life of the 
patient—are not, as far as my observations go, frequent 
in the experience of a general practitioner. 

The following case seemed to me, at the time I was 
attending upon it, to possess points of interest different 
from the usual run: so much so, that I thought it right 
at the time to make notes of its history and progress. 

The case is that of Mrs. F. W., aged 28, married on 
December 2nd, 1882. Was in domestic service until her 
marriage; is an active, intelligent person, finding plenty 
of employment in looking after her house and assisting 
her husband in his trade, which is that of a dairyman. 

She considered herself healthy, only that she had 
‘‘bilious fits’? now and then; but did not vomit when 
suffering from them, although she felt sick. Her mastica- 
tion of her food was and had been faulty for a long time, 
owing to the bad condition of her teeth,—which amply, 
as I think, accounted for her “bilious fits.”” There is 
nothing to note in regard to her family history. Her 
house is clean and dry. The water supply is not of the 
best quality; still, it is considered equal to average for 
such as can be obtained from town pumps. 
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At the end of a small garden at the back of the dwelling 
is the wash-house, where Mrs. F. W. passed some of her 
time each day. It is situated about fifteen yards from 
the house door. Near this outhouse I found a broken 
drain connected with some water-closets belonging to 
houses near. The smell from this drain Mrs. F. W. 
complained of as being at times disgusting, and made 
her ‘‘ quite sick.” 

She came to see me on the 6th of August, 1884, on 
account of one of her “ bilious fits.” I had often attended 
her before for a similar ailment; but the medicines—a 


nitro-mur. acid mixture—which I gave her afforded her 


no relief on that occasion. 

On the roth, four days later, I saw her at her house, 
and found her suffering from nausea and vomiting. She 
had brought up some blood the day before. She would 
not admit the probability of her being in the family-way. 
I learnt that she had not menstruated since the last 
couple of days of June, and then it was not much, and 
that ‘“‘clotty.”. The patient said she experienced no 
particular discomfort until the middle of July, when sick- 
ness began, with loss of appetite. And these conditions 
continued ; but she put it all down to biliousness. She 
attached no significance to the fact that the menses did 
not appear at the end of July: it was nothing new for 
her to go now and again a great deal beyond her time, 
everything coming right afterwards. 

However, on the roth of August I suspected that it 
was a case of commencing pregnancy, notwithstanding 
my patient’s assurance to the contrary. The appearance 
of a slight pinkish areola around the nipples rather tended 
to strengthen my suspicion. 

On the 15th I made an examination per vaginam, and 
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found the uterus anteflexed, cervix hard, os tilted back- 
wards, its anterior lip rigid and thicker than the rest, 
and there was a fulness at the base of the cervix greater 
than I should have expected to find in an unimpregnated 
normal uterus. 


I saw the patient frequently. I tried every remedy, 
with the view of stopping the sickness, that I could think 
of; viz, ipecacuanha in small doses; bicarbonate of soda 
and hydrocyanic acid; creosote; bismuth; opium, in pills 


and otherwise; phosphoric acid, and the much-praised 
new remedy, ingluvin: but all absolutely to no good 
purpose. The vomiting persisted, and often blood was 
thrown up. Hot fomentations and poultices over the 
epigastrium gave some temporary relief. There seemed 
to be a circumscribed tender spot at the pit of the 
stomach; but I noticed that this tender spot was not 
always in the same place, according to the sufferer’s de- 
scription. Anyhow, her condition was becoming alarming 
and a cause of anxiety. 

On the 23rd I tried dilatation of the os uteri by finger 
pressure ; but the state of the part was too rigid for me 
to make any impression upon it in that way. Next I 
passed a uterine sound for a short distance into the os, 
and tried dilatation with its assistance; but the patient 
became restless, and I had to abandon it, and she assured 
me at the same time that she did not consider herself in 
the family-way at all; that consequently her illness did 
not arise from pregnancy. 

Under the circumstances, it was not a matter of sur- 
prise that a medical friend who kindly saw the case with 
me at this time considered it one of gastric ulcer. How- 
ever, I could not concur in this view, and resolved upon 
varying my treatment a little. I had the patient fed by 
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means of enemata, at first only partially; but from the 
24th of August to the 4th of September, entirely. Still 
the vomiting persisted, with now and then streaks of 
fresh blood and bilious green mucus. Small quantities 
of morphia were introduced with the enemata; but they 


afforded hardly any relief or rest to the patient, whose 
condition was getting worse every day. 

After some persuasive efforts I got the patient to con- 
sent to my trying dilatation of the os uteri again, and on 
the 3rd of September I introduced an ordinary sponge 
tent into it and left it there for four hours. The dilatation 
caused by it was not much; but that night, after its 
removal, Mrs. F. W. called for some beef tea, which she 
partook of, and was able to retain and enjoy,—the first 
and only bit of encouraging improvement observed for 
over a month. This, unfortunately, was only of short 
duration ; for on the 5th the vomiting and sickness re- 
turned as bad as ever, throwing the patient and her 
friends into a state of despondency: and no wonder! 

Thinking that the recurrence of the vomiting might 
be due to the dilatation of the os uteri not being carried 
to a sufficient extent, I resolved to introduce another 
sponge tent. Before doing this I had to overcome a 
good deal of opposition on the part of the patient, as well 
as on that of her husband, who had made up their minds 
that nothing more could be done. 

As soon as I obtained something like a tacit consent, 
I proceeded to introduce the tent. I tried a short one 
first, but found it difficult to introduce; so I threw it 
aside and selected one of greater length, which was 
easily passed into the orifice. This was done in the 
course of the morning. The sponge tent was left in for 
nine hours. It caused a certain amount of dilatation, 
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not quite as much as would admit the point of the index 
finger; still it was a good deal more than was caused in 
the first instance. The effect upon the patient was good, 
a matter of unmixed satisfaction to her as well as to 
those in attendance on her. She rested well that night ; 
swallowed and kept down more than a pint of milk. 

There was very little sickness after this. Mrs. F. W. 
was able to take more and more food every day, and 
retain it. No pain was experienced after taking food, 
nor any tenderness on pressure over the region of the 
stomach. No medicine given. 

The case progressed favourably in every way, and the 
patient was not long before she was fully satisfied that 
she was pregnant. Her strength returned speedily, 
enabling her to occupy herself with her usual household 
duties. 

On the 13th of March, 1885, she was delivered of a 
son, after being in labour 48 hours. The confinement 
was in every way normal, except perhaps for the length 
of time. She was of opinion that the child was born 
fully a fortnight before his proper time. Both mother 
and child progressed satisfactorily, and both are well and 
hearty now, more than a year after the event. 

Remarks, in such cases as this, may not be much to the 
reader’s liking; nevertheless I am tempted to offer one or 
two which suggested themselves, both during its progress 
and since. 

There is a report of a discussion upon this disorder in 
the British Medical Fournal of the 20th December, 1884; 
and Dr. Wynn Williams mentioned, in the course of his 
observations, that he was successful in stopping the 
vomiting by introducing a sound into the os uteri. This 
action, as I have stated, was not successful in my hands, 
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any more than pressure of the finger against the os 
externum was,—a plan, I think, recommended -by Dr. 
Copeman long ago. 

The slight dilatation caused by the first tent was only 
momentarily successful, as the altered nervous action 
induced by it was not sufficient to be sustained, whereas 
the greater dilatation by a subsequent one enabled the 
system again to assert its equable and normal innervation. 

What the necessary amount of dilatation should be in 
such cases, I cannot venture to say: probably it varies 
according to the character of the case and of the patient. 
An uterine sound could hardly bring about the extent of 
opening that followed the insertion of the second tent, 
yet the sound was sufficient in Dr. Wynn Williams’ case. 

A great deal was said during the discussion referred 
to about flexion of the uterus; but nothing very clear and 
decided—at least, nothing as definite as Dr. Graily Hewitt’s 
assertion elsewhere, that ‘‘the almost universal cause of 
the vomiting of pregnancy” is displacement of the uterus. 

Applying this to my case, it may fairly be inferred 
that the tent, in causing the dilatation, brought about a 
rectifying of the flexed condition, and so removing the 
cause of the disorder, the good results followed; but, if 
so, the altered condition must have been very slight, for 


I was not able to appreciate it by mere digital examina- 


tion: therefore the remarks cannot stop here. 

I have nowhere seen it mentioned that inhalation of 
sewer air, or exposure to noxious unhealthy environment, 
might be a potent factor in bringing about the ill com- 
plained of; yet I venture to think that that exercised a 
powerful influence in this case. I have stated that Mrs. F. 
W. used to suffer often from bilious headache and nausea 
owing to the irritability of the stomach, brought about 
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by imperfect mastication. There was, in consequence, a 


condition of disturbed innervation in one of the areas 
supplied by the pneumogastric nerve—a susceptibility to 
vomiting had been established. But at the commence- 
ment of pregnancy, as well as before, the patient was 
exposed to an offensive drain smell, which found access 
to another and a very important surface supplied by 
another portion of the same nerve, and tended to aggra- 
vate the liability to vomiting. Now, it is a matter of 
common observation, that there are not a few upon whom 
one of the first effects of sewer air is to produce sickness. 
Mrs. F. W. was liable to slight bloody discharge from her 
throat ; and when she had a bad cold, in January, 1884, 
she coughed up a good deal of it from her throat. It all 
came from the pharynx and nasal passages, and the whiffs 
of sewer gas which she off and on experienced about her 
washhouse were, I used to think, the main excitants of 
this. When pregnancy commenced, and a third portion 
of the pneumogastric nerve became excited and disor- 
dered in its action, it proved like the final straw in the 
burden, and sufficed to bring about what threatened to 
be a disastrous breakdown. 

Taking all these points into consideration, it seems to 
me that the flexion, in the marked form in which I dis- 
covered it, was more probably the consequence of the 
vomiting, rather than its cause. 

That Mrs. F. W. suffered to some extent from womb 
displacement—that is, from that ideal normal, not very 
common, as far as I can learn, in the actual life of ordi- 
nary women—goes without being said, since she passed 
“‘clotty ” discharge at her periods. 
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SOME UNUSUAL SYMPTOMS IN A CASE OF 
HYDROCEPHALUS. By W. Barrett Rov, 
M.D., M.S., F.R.A.S., Physician Bristol Hospital 
for Sick Children and Women. 


E. M.S.,a female child, 11 years of age, from Swindon, 
was admitted into the Children’s Hospital and placed 
under my care on the 21st of March last. 

She had fallen downstairs some five months pre- 
viously, and had developed choreic movements a fort- 
night after the fall. There was no history of rheumatism, 
scarlet fever, or convulsions. Physical examination re- 
vealed nothing: all her organs appeared to be normal. 
She had, however, right internal strabismus, which had 
been present seven years, and was unaccounted for. 


Temp. and pulse normal. The child since her fall had 
complained of constant severe headache, which was 
present on her admission. 

She was placed upon sedative treatment, with a view 
to subdue her headache and arrest the choreic movement. 


April 4th. Headache better. Movements as before. 
Heart sounds normal. 

April 15th. Much in the same condition. On this 
day, as the child’s bowels were very sluggish, and the 
exhibition of aperients seemed to cause sickness, a simple 
enema was ordered. 

April 16th. The child lies in a stupid, drowsy con- 
dition. Vomiting set in directly after the enema, as after 
the aperient medicine. Choreic movements continue. 

Meanwhile the child had been taking liq. arsenicalis 
and ammon. citrate of iron as medicine, with ordinary 
diet, which, on the occurrence of the sickness, I thought 
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it advisable to change for bismuth and hydrocyanic 
acid, with milk and beef tea. 

The next note of importance is— 

April 18th. Has not vomited since. Seems very 
drowsy, and does not notice anything that goes on 
around her. Pupils rather dilated, and respond but 
feebly to light. 

April 20th. Vomited again yesterday. Child does not 
experience any previous nausea, but vomits suddenly, 
almost before she can reach the basin which stands upon 
the bed. 

April 21st. This evening, at five o’clock, when sitting 
up to take her tea, the child suddenly complained of total 
loss of sight. She is unable to detect the presence of a 
lighted candle brought close to her eyes. Her pupils are 
widely dilated, and do not in the least respond to varying 
light. It appears that three days ago she mentioned to 
the nurse that the sight of the right eye was somewhat 


dim. There has been no faintness, nor is there any 


paralysis. 

On the following day an ophthalmoscopic examination 
of the eyes was attempted, but was found impossible, on 
account of the continual choreic movements of the child’s 
head and accompanying nystagmus. 

April 28th. Vomited again this morning. Pupils 
continue widely dilated. Complains of constant frontal 
headache. 

The child remained much in the same state until 
May 8th, when the House Surgeon’s notes state that 
“the pupils are contracted,” but still do not respond to 
varying light. 

On May 11th the vomiting increased. There was 
great difficulty in swallowing; and in spite of nutrient 
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enemata the child gradually sank, and died on the 4th of 
June, seven months and a half after the fall. 

Post-mortem.—Body much emaciated. Rigor mortis 
but very slightly marked. 

Brain.—On removing the skull-cap, the vessels of the 
duramater were seen to be much dilated and filled with 
blood, the whole brain appearing to be enlarged and 
distended. 

On opening the dura mater, the visceral and parietal 
layers of the arachnoid were found to be adherent along 
the upper margins of the longitudinal fissure, which con- 
tained a considerable quantity of inflammatory lymph. 
There was no excess of fluid in the subarachnoid space. 

On examining the base of the brain after its removal, 
the interpeduncular space was found to be obliterated ; 
the area limited by the optic tracts in front, and the 
crura cerebri behind, cuntained simply a cyst formed of 
pia mater bulged out by fluid present in the third 
ventricle. 

On cutting into the cerebrum, the brain substance 
was found to be softened and congested. The lateral 
ventricles were enormously distended with a dirty- 
coloured fluid; the septum lucidum was very thin, almost 
transparent ; the choroid plexuses small and empty. 

The cavity of the third ventricle was much enlarged, 
its floor being formed entirely by the pia mater, which 
bulged into the interpeduncular space; the parts usually 
forming the floor—viz., the tuber cinereum, infundibulum, 
pituitary body, corpora albicantia, and posterior perfo- 
rated space—were altered in position or had disappeared. 

The optic thalami forming the sides of the third 
ventricle were much compressed and unusually pale. 
The optic nerves were in an advanced state of softening. 
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The cerebellum, medulla, and pons seemed normal. 
There was not the least sign of tubercle. 

Lungs.—Emphysematous throughout. 

Liver.—Enlarged and congested. 

Kidneys.—Congested. 

Remaining organs normal. 

3efore endeavouring to understand the clinical aspects 
of this case, it may be as well to glance briefly at the two 
kinds of hydrocephalus (if two kinds there be) which 
affect children. 

The general result of much discussion as to the patho- 
logy of this disease is to lead to the conclusion that it 
arises from a chronic form of inflammation in the lining 
membrane of the ventricles and choroid plexuses. This 
conclusion points equally to the hydrocephalus of infants 
and young children before the fontanelles are closed, and 
to that of older children after the bones of the head are 
united. Here, however, I think all similarity ceases. In 
its symptoms and in its course, the hydrocephalus of 
older children is entirely distinct from that which is 
observed in infants and young children: the diseases 
with which they may be confounded are different, and 
there are points of difference in the treatment. 

‘** Pathologically, then, the relation between the two is 
one of resemblance; clinically it is one of contrast.” 
“The cranial enlargement which renders the diagnosis 


comparatively easy in the one set of cases, is wanting in 
the other; and in the symptoms which are present there 
is scarcely anything to distinguish it from other chronic 
affections of the brain.” 

In this case the diagnosis was complicated by the 


occurrence of sudden and complete blindness, which 


suggested some such immediate cause as haemorrhage 
9 


fh RN RE IT OT IS EE ET EE PTO IIE 





106 UNUSUAL SYMPTOMS IN HYDROCEPHALUS. 


into some portion of the optic tract and commissure, and 
certainly did not strengthen one’s impressions in favour 
of simple hydrocephalus. 

In the present state of our knowledge I must say 
I think the diagnosis between hydrocephalus in older 
children after the bones of the head are knit, and other 
cerebral affections, is often exceedingly difficult,—now and 
then impossible. In considering the terrible havoc made 
in this case by the presence of fluid in the ventricles,— 
chiefly, I am convinced, mechanical, the result of pres- 
sure,—some interesting questions suggest themselves. 

Will hydrocephalus in older children and adults be in 
the future added to the rapidly-increasing list of diseases 
in the treatment of which the physician must stand aside 
for the surgeon ? 

The great difficulty that at present stands in the way 
of such a procedure, is one of diagnosis. 

Will our diagnostic powers so increase and improve 
that we shall be able to make out the presence of fluid 


in the ventricles of the brain as certainly as we can in the 


pleura, and call in surgical aid with as happy results? I 
must say I am hopeful. I trust that physicians, by com- 
bined efforts in noting and registering the smallest 
variations in the symptoms between hydrocephalus and 
other chronic brain diseases, will eventually arrive at a 
diagnosis sufficiently certain to enable effusion into the 
ventricles to be treated on the general principles of 
surgery. 

Exception has been taken to the above hopeful view 
of the operative treatment of hydrocephalus, on the 
ground that Mr. Hilton’s view of the pathology of this 
disease is the generally accepted one. In the first place, 
I believe that the “‘ medical mind” is rapidly changing its 
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attitude in reference to this view; and in the second, I 
have yet to learn that the general acceptance of a doc- 
trine is any proof of its truth. The late Dr. Hilton Fagge, 
at any rate, speaks on the subject with no uncertain 
voice. Hesays: 

‘* Several pathologists have shown that there is 
sometimes closure by adhesions, either of the foramen 
at the lower angle of the fourth ventricle, or of the 
aqueduct of Sylvius. And Hilton propounded the doctrine 
that the obliteration of these channels is often the cause 
of hydrocephalus, by preventing the outflow of the secre- 
tion of the choroid plexuses into the subarachnoid space 
of the cord, which ought normally to occur whenever an 
increase in the physiological activity of the brain leads 
to an augmentation of its blood supply. But it is difficult 
to see why the fluid should continue to be poured out 
under the increased pressure which must necessarily 
result, and which certainly is present in most cases of 


hydrocephalus. And as the adhesions themselves are the 


vesults of a more or less widely diffused meningitis, such 
as is often attended with an inflammatory change in the 
ependyma, it would seem more reasonable to regard 
this as the cause of the effusion than to adopt Hilton’s 
theory. It is well known that in one and the same case 
the various serous membranes may pour out fluids of very 
different specific gravity; and I think it is not improbable 
that the lining of the ventricles of the brain may continue 
to secrete a fluid containing scarcely any albumen, even 
when it is affected with a low degree of inflammation.’’* 


* The italics in the quotation are mine.—IV.B.R. 
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CASE OF TYPHLITIS. By J. G. Swayne, M.D. Lond. 


On Monday, August 24th, 1885, I was requested to 
see Mast. G., a boy aged 13, who was said to be suffering 
from a severe bilious attack, which his father attributed 
to his eating a quantity of fruit on the previous Saturday 

When I saw him he was lying curled up in the bed on 
his right side, and complaining of pain in the right iliac 


region. There had been some nausea and vomiting, with 
loss of appetite. The tongue was slightly furred; the 
pulse g2, temperature 100. On examining the abdomen, 
I found a good deal of tenderness over the cecum, but 
not over the rest of the abdomen. There was also dulness 
on percussion over that part and the ascending colon, 
which appeared to be enlarged, apparently from feecal 


accumulation, although the swelling did not feel so firm 
as it usually does in such cases. In accordance with this 
view of the case, I gave him a dose of castor oil by the 
mouth, and also an injection of turpentine and castor oil. 
The latter came away before I left the house, but only 
brought with it some small faecal masses of good colour. 
I also ordered him a mixture containing mij. of diluted 
hydrocyanic acid every six hours to relieve sickness ; his 
diet to be principally milk, beef tea, and arrowroot, with 
no solids. 

On the next day, August 25th, I found little or no im- 
provement. He still complained of pain, though scarcely 
so severe as before; the pulse and temperature had 
slightly fallen, the tenderness on pressure was not abated, 
and he said he felt that there was ‘‘ something in the bowel 
which he could not pass.” The castor oil had taken no 
effect. I directed him to continue his mixture, and to 
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have poultices applied over the right iliac region, and 
when I saw him in the evening I ordered him a grain of 
calomel and four grains of Dover’s powder. 

On the following day, August 26th, I found that he 
had had a restless night, and had been sick after the 
powder. The bowels had not been relieved ; the tender- 
ness and pain in the region of the head of the colon were 
much the same. The pulse was 82 and temperature 99. 
As he had been so sick I gave him an injection of mutton 
broth, and ordered very little food to be given by the 
mouth ; to continue the hydrocyanic acid, and suck some 
ice occasionally ; to have a turpentine stupe applied over 
the tender part. With the exception of dulness over the 
cecum, the rest of the colon was remarkably resonant on 
percussion. Some pills, containing in each one-sixth 
grain of belladonna, were ordered, one every night and 
morning. 

On the next day, August 27th, I found him apparently 
a shade better. The belladonna pill had somewhat re- 
lieved the pain, and he had passed a quieter night. He 


had more desire for food and scarcely any sickness: pulse 


80, temperature just above normal. There had been no 
action of the bowels. To continue the pills. 

On August 28th I found him slightly better as regards 
the tenderness. The temperature was slightly below 98. 
He had still a fair amount of strength, and could readily 
get out of bed to have his bowels moved, and took a fair 
amount of fluid nourishment. There was, however, a 
tendency to coldness of the extremities. To continue 
the medicines, and poultices, sprinkled with laudanum, 
over the right iliac region, and also beef-tea injections by 
rectum. As there had been two or three attempts to 
have the bowels moved, I ordered two pills containing 
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two grains of calomel, two of ext. hyoscyami, and four 
of ext. of colocynth; to be followed by an enema of 
warm water and olive oil in the morning. 

When I called the next morning, August 29th, I found 
that these measures had produced no action of the bowels, 
but had given rise to some griping and inconvenience. 
In other respects there was no alteration of the symptoms. 

During the night following, about 2 a.m., I was called 
up to him because sudden collapse had come on, and on 
my arrival I found that death had taken place about five 
minutes before. 

I made a post-mortem examination the following day, 
August 31st, about thirty hours after death. My brother 
assisted me. I found the abdomen much distended and 
discoloured, decomposition having already commenced. 
On cutting into it about one and a half pint of turbid, 
semi-purulent fluid of a dirty yellow colour escaped. 
The colon and rectum were tolerably healthy in appear- 
ance, and though distended with gas, in other respects 
nearly empty. Though the appearances of peritonitis 
were not very general over the abdomen, the lower 
portions of the ileum, especially near the caput coli, were 
much inflamed; the inflammation appearing to have 
radiated from that point asa focus. The surface of the 
intestine was covered with red streaks, patches and flakes 
of brownish-yellow lymph; all the folds being much 
agglutinated and adherent both to one another and to 
the abdominal walls and pelvic viscera adjacent. With 
much trouble I separated the adherent convolutions of 
ileum until I could get at the caput coli and appendix 
vermiformis. 

On examining the latter, I found that it contained a 
small, solid, smooth, oval body about the size of a small 
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pea; but its walls were so inflamed and softened that 
they gave way in my hand just below the spot where the 
body in question was impacted. I made a section of this 
body with a sharp knife. It was soft and easily cut, and 
of a dark brown colour. On looking at the section with 
a magnifying glass of low power, it was seen to present a 
laminated arrangement, something like what would be 
seen in a section of a mulberry calculus, with an outer 
coating of phosphates. Some small fragments were found 
to be insoluble both in boiling alcohol and in dilute nitric 
acid. I crushed some of these into a fine powder, mixed 
this with water, and looked at it under the microscope 


with a half-inch magnifier. No trace of crystals of any 


kind could be seen; but the powder appeared to be 
almost entirely amorphous, and of a yellowish-brown 
colour. Here and there some masses and nodules of a 
roundish or oval shape could be seen, apparently united 
together by very fine filaments, so as to resemble bunches 
of currants. 

From the characteristics I have mentioned I am led 
to conclude that this ‘‘calculus”—if it may be so called— 
consisted, as in a case I shall presently mention, of 
hardened fecal matter; but where and how it was 
originally formed it is of course impossible to say. 

The points chiefly worthy of notice in this case are: 
Ist, the age of the patient; 2nd, the insidious character 
of the attack; 3rd, the treatment, and the possibility of 
relief by a surgical operation. 

Ist. As to the age of the patient. He was a lad who 
had just entered his teens, and had therefore reached 
the time of life when these attacks are most liable to 
occur. In 32 cases collected by Dr. Crisp, 5 were under 
10, 13 between 10 and 20, 7 between 20 and 40, and 7 
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between 40 and 60. Of these 32 cases, 29 were males, 
and 3 only were females. The greater proclivity of the 
male sex to these attacks has also been noted by other 
observers, and is a curious fact which has yet to be 
explained. 

2nd. As to the insidious character of the attack. The 
pulse and temperature gave no indication from day to 
day of any increased inflammatory action. At my first 
visit the pulse and temperature were at the highest point, 
the pulse being g2 and the temperature 100. On the 
following day they had both slightly fallen. On the third 
day the pulse was 82, and the temperature gg. On the 
next day the pulse was 80, and the temperature 98}. 
On the fifth day the pulse was about the same, and the 
temperature rather below 98, and so on until the next 
day, when he died. There was certainly some increase of 
tenderness as the case gradually progressed from bad to 
worse, but this was by no means well marked. His posi- 
tion in bed, where he lay curled up on his right side, was 


certainly characteristic of typhlitis; but yet he never 


assumed that dorsal decubitus with the knees drawn up 
which is so characteristic of peritonitis, and within two 
days of his death he got out of bed of his own accord to 
have an action of the bowels. Although there was con- 
siderable tenderness on pressure over the ezcum, there 
was very little over the rest of the abdomen; and yet all 
this time peritoneal inflammation of a subacute character 
was smouldering and gradually increasing, with scarcely 
any pyrexia at first, and at last with a distinct fall of 
temperature just before the fatal termination. 

In most of the recorded cases of typhlitis resulting 
from foreign bodies in the appendix, suppuration and 
perforation of that part appear to precede the symptoms 
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of peritonitis; but the case just related shows that this 
course of events is not invariable, and that fatal peri- 
tonitis may arise without any escape of pus or foreign 


bodies from the appendix vermiformis. ,A very interesting 


case is related by Mr. Charters Symonds in the British 
Medical Fournal for May 16th, 1885, in which, in concert 
with the late Dr. Mahomed, he removed a calculus from 
the vermiform appendage for the relief of chronic typh- 
litis. The first attack lasted seven weeks. The patient 
‘‘ during the first week vomited everything, and his bowels 
were not opened for ten days. During the whole time 
there was great tenderness in the right iliac fossa.” This 
attack took place in January, 1883. The inflammatory 
symptoms then subsided; but the patient noticed after- 
wards a hard lump in the right groin, about the size of a 
walnut. After repeated attacks of pain and tenderness 
in this swelling, he was admitted, on July 16th, 1883, into 
Guy’s Hospital, under the care of Dr. Mahomed. On 
August 24th Mr. Symonds cut down on the tumour, 
which was just above Poupart’s ligament, and removed 
the calculus without opening the peritoneum. The cal- 


ce 


culus ‘was oval in shape, smooth on the surface, and 
measured three-quarters of an inch long and rather more 
than half an inch wide. On section it showed a lami- 
nated calcareous capsule, containing hardened fecal 
matter.” It was still contained in the vermiform ap- 
pendix. For three months after the operation the patient 
had a sinus at the seat of the operation; but this closed 
up, and he made a good recovery. 

It will be observed that in this case, notwithstanding 
repeated attacks of inflammation around it, the concre- 
tion did not escape from the vermiform appendix; and 


as it could be plainly felt, the indications for surgical 
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interference were clear. In my case, however, no distinct 
tumour could be felt during life, and the appendix was 
found to be much more deeply seated after death. 

3rd. On reviewing the treatment of my own case 
with the light that was subsequently shed upon it by a 
post-mortem examination, it is a source of regret to me 
that I gave any aperients by the mouth, and that I did 
not keep the patient more continuously under the influ- 
ence of opiates. If he had recovered from the first 
attack of peritonitis, as Mr. Symonds’ patient did, it is 
just possible that he might have been cured by a subse- 
quent surgical operation, provided suppuration had taken 
place around the appendix, and that the concretion had 
become sufficiently large to be recognised by the touch. 
But in the case I have related, the difficulties of diagnosis 
were great. The caecum was covered by a mass of 
adherent folds of ileum, so that at the post-mortem exami- 
nation it took me some time and trouble to separate and 
unfold these before I could get at the czcal appendix. 
I am therefore led to the conclusion that the only chance 
of success in such a case as mine would be by performing 
the operation early, almost before the symptoms of peri- 
tonitis were fully developed—zi.e. almost before I saw 
him,—and then the indications would not have been 


sufficiently clear to render such a proceeding justifiable. 
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NOTES ON A CASE OF BRONCHIAL CROUP. 
By G. ARTHUR Brown, Tredegar. 


The specimen, of which a drawing is annexed, is a 
fibrinous cast of the trachea, and its continuation down 
the left bronchus. The tracheal portion (a) of the cast 
measures three and a quarter inches in length, and seven- 
sixteenths of an inch in diameter. It forms a hollow 
tube, the wall of which is thin and fragile, but which 
after hardening in spirit is fairly firm and resistent. At 
its lower end is a long ragged opening ()) about one inch 
in vertical length, from which the continuation down 
the right bronchus appears to have been torn. The 
lining of the left bronchus (c) is complete, measuring two 
inches, and of smaller diameter than the tracheal portion. 
At its lower extremity it divides dichotomously, the first 


divisions having a length of three-quarters of an inch, and 
then dividing again; the second divisions of the bronchial 
lining again being bisected after another three-quarters of 
an inch in length. There are, accordingly, indications of 
divisions to the fourth degree from the trachea down the 
bronchial tubes. 


The following is an outline of the case : 

A. L., aged 17, a dressmaker, attended chapel on the 
evening of Sunday, the 25thof April. She returned home 
complaining of feeling cold and ill. She passed a restless 
night, and on the following morning, the 26th, I was 
called to see her. The patient had been known to me 
for the last twelve or thirteen years as a delicate girl. I 
had frequently during that period attended her for bron- 
chial attacks, and once for pneumonia. In January last 
she suffered from a mild attack of scarlatina, from which 
she made a good recovery. 
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Her father—who was an asthmatic subject, and long 
suffered from emphysema of the lungs—died of pneumonia 
two years ago. Three years ago, her eldest sister died 
of phthisis. Her brother and two surviving sisters are 
distinctly strumous subjects. Her mother is a stout but 
unhealthy woman. 

On visiting the patient I found her dressed, and lying 
onasofa. She complained of a feeling of tightness about 
the chest, and of an irritable cough with no expectoration. 
Her respiration was quiet (19) but slightly croupy; tem- 
perature gg.5°; skin hot and dry; tongue slightly coated 
and moist. There was no exudation visible about the 


fauces or glottis then or at any period of the case. There 


was no dulness on percussion over the lungs. On auscul- 
tating the chest I found the respiratory sounds roughened, 
but there were no moist sounds to be heard over any part. 
I prescribed an expectorant mixture containing nitrate of 
potass, acetate of ammonia, antimonial wine (10 minims) 
and ipecacuanha, to be taken every four hours. I also 
ordered her an aperient, and gave the general directions 
applicable to the management of what appeared to bea 
case of incipient bronchitis. 

On the following day, the 27th, the patient expressed 
herself as feeling better. The skin was moist, but there 
was still no expectoration; the cough was: less trouble- 
some, but the husky inspiration, and the sounds heard on 
auscultation, were but little altered. 

On the 28th the temperature had risen to 101°, and 
the feeling of constriction was more marked. There was 
still no expectoration. The pulse was 100, and feeble. 
Air was freely admitted into all parts of the lungs, but 
the respiratory sounds in front were distinctly and loudly 
sibilant. I prescribed a mixture containing 15 grains of 
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chloride of ammonium, 4 grains of iodide of potassium, 
with 20 drops of ipecacuanha wine and a drachm of 
spirit of nitrous ether, to be taken every four hours, and 
directed the chest to be enveloped in linseed poultices, 
and that the patient should inhale the steam of hot water 
constantly. 

Early in the morning of the 29th she was seized with 
a violent paroxysm of coughing, and succeeded in expec- 
torating a perfect cast of the trachea and its bifurcation. 
She was very greatly relieved and passed a good day, the 
mixture and the inhalations being continued. Towards 
night the feeling of constriction about the chest returned 
with increased intensity, the cough was tiresome, and she 
got but little sleep. There was some slight expectoration 
during the night, which, however, was not kept for me 
to see. 

Early in the morning of the 30th I was hastily sum- 
moned to the patient, and I then found her struggling for 
breath, her face pinched, her lips blue, and her extremities 
cold; the pulse was scarcely to be felt. Little or no air 
was entering the chest, and she said she was dying. The 
croupy inspiration was very marked, and she implored 
me to do something to relieve her agony. With little 
expectation of rendering her much help, but at the 
earnest solicitation of the patient and her friends, and 
hoping that possibly I might, by means of a free opening 
into the trachea, allow of the expulsion of the membrane, 
I performed tracheotomy. Little or no relief was afforded 
by the operation, which I fear I was scarcely justified in 
performing, and the patient shortly sank asphyxiated. 
No post-mortem examination of the body was permitted. 

Remarks.—This case appears to me to be one of crou- 
pous bronchitis,—more correctly, probably, bronchial 
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croup,—and is unique in my own experience. The fullest 
account of croupous bronchitis I have met with is con- 
tained in the article by Riegel in the fourth volume of 
Ziemssen’s Cyclopedia, and the symptoms and course of 
A. L.’s case accord closely with that writer’s description 
of the complaint in its acute form. He speaks of the 
disease as being exceedingly rare. ‘‘Croupous bron- 
chitis,” he says, ‘‘as a genuine primary form of disease, 
is a very rare affection, and one which occurs more fre- 
quently in the chronic than in the acute form. Its occur- 
rence is so infrequent, that even in large hospitals years 
and decades may pass before a single case of the kind 
comes under observation. Of acute fibrinous bronchitis, 
with fibrinous expectoration, Lebert could find but seven- 
teen observations after a careful analysis of all the cases 
known at the time of writing.” 

Whether the exudation in A. L.’s case commenced in 
the trachea, and thence extended to the smaller divisions 
of the bronchi, or vice versd, Iam unable to satisfy myself; 
for until the cast had been expelled, I confess to not having 
recognised the exact nature of the attack. The absence 
of the characteristic fibrinous expectoration, which is 
described as usually occurring in this complaint, and 
which would have probably cleared up the diagnosis in 
the earlier period of the case, renders it probable that 
the deposit may have commenced in the trachea, and 
thence extended to the finer divisions of the bronchi. 
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NOTES ON PRACTICAL SURGERY. 
By W. J. Penny, F.R.C.S., Clifton. 


ULCERATION OF THE TRACHEA AND INNOMINATE ARTERY 
AFTER TRACHEOTOMY.—Mr. R. W. Pughe records the case of 
a child two years old, on whom tracheotomy was performed 
as a preliminary to laryngotomy, for the removal of warts 
from the larynx. The tube used was Fuller’s, with a split or 
dilating outer canula. Bronchitis supervened; but after a 
few days the child was apparently doing well. On the 
seventh day after the operation severe arterial hemorrhage 
occurred from the trachea, with fatal result. At the 
autopsy, the trachea and innominate artery opposite the 
lower end of the tracheotomy tube were found to be ulcerated. 
Mr. Pughe ascribes the ulceration to pressure, caused by too 
great curvature of the lower part of the tube. He recom- 
mends Mr. R. W. Parker’s tube, which has the lower part 
straight and both canule movable on the outside shield.— 
Liverpool Medico-Chirurgical Fournal, January, 1886. 


Epicystotomy.—Sir Henry Thompson, in his book The 
Supva-pubic Operation of Opening the Bladder, recommends this 
operation for the removal of some tumours and of calculi too 
large or too hard to be removed by lithotrity. He states his 
belief, that in the hands of most operating surgeons this 
proceeding will prove safer and easier than lithotrity, for 
hard stones over 14 oz. in weight. Sir Henry describes the 
special dangers of epicy stotomy to be wound of the peritoneum 
and urinary infiltration ; those of the lateral operation, wound 
of the rectum, haemorrhage, bruising and splitting of the 
tissues round the neck of the bladder. He advocates the 
use of Petersen’s bag in the rectum, injects the bladder with 
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from six to ten ounces of boracic lotion, but contrary to the 
practice of Sir Joseph Lister, does not sew up the wound in 
the bladder after extracting the stone or tumour. In some 
cases Sir Henry inserts a drainage tube into the bladder 
above the pubes. The wound is allowed to heal by granu- 
lation. 


Case OF AMPUTATION AT THE Hip-JOINT, IN WHICH RE- 
INJECTION OF BLoop was PERFORMED, AND RAPID RECOVERY 
TOOK PLACE.—The patient, a boy of eighteen, very emaciated 
and anzmic, with strumous disease of both hips, left knee and 
left elbow, was operated on by A. G. Miller, M.D., in the Royal 
Infirmary, Edinburgh. Dr. Duncan collected the greater 
part of the blood which escaped from the limb in a vessel 
containing a solution of phosphate of soda, and after the 
arteries had been tied, injected the mixture into the deep 
femoral vein. The patient did not suffer from shock after 
the operation, nor had he any depression of temperature. 
Healing rapidly took place. Dr. Miller considers it unlikely 
that the boy would have survived had not the greater part 
of the blood been re-injected.— Edinburgh Medical Fournal, 
Feoruary, 1886. 


Dr. Duncan reports some similar cases in the British 
Medical Fournal of January 30th, 1886. He uses a § p.c. 
solution of phosphate of soda, and mixes this with three 
times as much blood. The phosphate of soda delays 
coagulation. 


NoTES ON THE TREATMENT OF GoNORRHG@A.— Surgeon 
E. J. Erskine Risk reports forty-eight cases. Thirty- -one 
treated from the initial and acute stage by injection of 
potasse permanganas, one grain to one ounce of water, had 
a duration of 15.74 days. “Sev enteen cases treated at first 
with warm water injections, and when the acute stage was 
over by injections of chloride of zinc, half a grain to the 
ounce, averaged 24.1 days.—Indian Medical Fournal, Jan., 1886. 

Surgeon R. H. Firth (Indian Medical Fournal, April, 1886), 
publishes the results of 413 cases. Forty-nine treated with 
warm corrosive sublimate injections, one-sixteenth of a grain 
to the ounce, averaged 17.5 days; fifty-one treated with the 
same lotion cold, averaged 20°1 days. Thirty treated with 
permanganate of potash injections, one grain to one ounce, 
averaged 19.9 days. Ail the above cases were treated with 
antiseptic injections, on the theory of destroying the gono- 
coccus or specific germ of gonorrhcea. Surgeon Firth lays 
great stress on the importance of using warm ‘solutions. 
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DiaGNosis OF GONORRHGA IN THE FEMALE. — Dr. 
Martineau claims that a simple may be distinguished from 
a specific vaginal discharge by the simple expedient of using 
a piece of litmus paper. In the specific form the discharge 
is always acid, while in the simple it is always alkaline.— 
American Practitioner and News, February 20th, 1886. 


CocaINE ANASTHESIA IN Major SURGICAL OPERATIONS.— 
Femoral Supra-condyloid Osteotomy in a Boy aged four.—Numerous 
injections ‘of a 5 p.c. solution of cocaine were used. The 
second and aiediont injections were made into the peri- 
phery of the area of redness caused by the preceding. No 
pain was experienced by the boy, except at the first puncture 
of the needle and during the straightening and fixing of the 
leg to the splint. Three giains of cocaine were used in this 
operation. 

Excision of the Hip-Foint in a Girl of six.—The superficial 
and deep structures were cocainised in the same manner as 
in the previous case; but owing to the supply of cocaine 
running short, the anesthesia was not so profound.— Milton 
Josiah Roberts, M.D., New York Medical Fournal, October, 
1885. 

Amputation of the Thigh in a Man of Sixty-nine-—The 
ale a man of intemperate habits but otherwise healthy, 
sustained a compound fracture of the leg. An attempt 
was made to save the limb; but after five weeks, ampu- 
tation was decided on. The administration of ether was 
attended with such alarming symptoms that it was aban- 
doned. One week after, it was decided to try the effect 
of cocaine by Dr. J. L. Corning’s method. The operation 
by antero-posterior flaps was selected, cutting from without 
inwards for the anterior, then transfixing and making the 
posterior flap from within outwards. The patient complained 
of no pain except during the sawing of the bone and once 
when the knife was carried beyond “the parts anesthetised. 
The strength of the solutions of cocaine used was one per 
cent. for the skin, and one-half per cent. for the deeper 
tissues.—Theodore R. Varick, M.D., New York Medical 
Fournal, February 2oth, 1886. 

Mr. A. E. Maylard (Glasgow Medical Fournal, February, 
1886) suggests that the application of a solution of cocaine 
to the surface of the wound immediately after the operation 
and before the dressing may be the means of mitigating much 
subsequent suffering. 

Dr. J. L. Corning (New York Medical Fournal, January 2nd, 

1886) recommends the use of weak solutions of cocaine 
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one-half, or even one-third per cent.—injected in small quanti- 
ties throughout the entire field of operation, superficial and 
deep. When a limb is to be operated on, he applies an 
Esmarch’s bandage on the distal side of the site of operation, 
then makes the injections, and then fastens a tourniquet on 
the proximal side. If more is required during the operation, 
he re-applies the Esmarch, removes the tourniquet, makes the 
injection, and immediately re-applies the tourniquet. Anes- 
thesia has been maintained by these means for two hours at 
a time. 


PERMANENT DratnaGE 1N Ascites.—Dr. Aug. G. Caillé 
relates two cases. The first patient was an elderly gentleman, 
suffering from cirrhosis of the liver. The symptoms depend- 
ing on ascites were so marked as urgently to demand tapping 
and repetition of the operation. In the course of seven 
months he was tapped nine times, a pailfull of serum being 
removed on each occasion. When tapping was next required, 
Dr. Caillé inserted an india-rubber tube through the canula; 
this was left in for nine weeks; six weeks after its removal, 
the opening closed. After drainage had become established, 
the cedema disappeared rapidly, the heart’s action improved, 
the breathing was freer, the troublesome cough disappeared, 
the bowels bec came regular, the appetite improved, and the 
patient was able to go about wearing the tube. For nine 
months he resumed his duties, there being no return of 
cedema or ascites. After that time his strength began to 
fail, and he finally died of heart-failure. Two weeks before 
death, the ankles became slightly cedematous. At the 
autopsy, cirrhosis of the liver and fatty heart were found. 
Careful inspection of the peritoneum at the seat of puncture 
revealed no evidence of inflammation. 

The second case, somewhat similar, was complicated with 
marked purpura hemorrhagica. The tube was worn for seven 
weeks, great relief being experienced; and the patient en- 
joyed a comfortable existence for some months, ultimately 
dying of heart-failure. No autopsy was allowed.—Philadelphia 
Medical Times, Feb. 20th, 1886. 


ContaGious INFECTION IN SuURGERY.— Keummell, of 
Hamburg, performed a series of experiments with the view 
of gaining some definite rules for the purification of hands, 
instruments, and sponges. His investigations were so con- 
ducted that the objects to be examined were brought into 
contact with the nutritive soil employed by Koch. If no 
development occurred, the disinfection was considered com- 
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plete—highly-polished new instruments were not disinfected 
by immersion for two minutes in a 5 per cent. solution of 
carbolic acid; but ten minutes in the same solution sufficed 
to purify them. Submersion for fifteen minutes in 1-1000 
sublimate solution did not disinfect. Instruments with 
uneven surfaces, and those which had already been used and 
cleaned in the ordinary manner, required longer immersion. 
Those used in autopsies were not pure after fifteen minutes 
in 5 per cent. carbolic, or 1-1000 sublimate solution. If the 
instruments, even those used in autopsies, were first washed 
with warm water and a potash (green) soap, and then 
immersed for one minute in 5 per cent. carbolic or 1-1000 
sublimate solution, they were made pure. Sponges should 
be treated in a similar manner, but require rather more 
soaking in the antiseptic fluid. After an autopsy, Keummell 
washed his hands several times with warm water and ordinary 
soap; in a few days the scratches made on the gelatine 
swarmed with micro-organisms. After an autopsy on a case 
of puerperal peritonitis, he found that ordinary soap and 
water with 5 per cent. carbolic did not purify his hands; but 
if they were washed with green soap and warm water, and 
then with a 5 per cent. solution of carbolic acid, no develop- 
ment occurred in the gelatine. 

The practical application of Keummell’s experiments lies 
in this: more stress should be laid on the employment in first 
order of green soap, warm water, and a nail-brush; after 
that an antiseptic, preferably a 5 per cent. solution of carbolic 
acid.—Medical Press of Western New York, April, 1886. 


REGENERATION OF TENDoNS.—MM. Fargin and Assaki 
have excised portions of the tendons of animals, and con- 
nected the ends with a bridge of catgut, under strict antiseptic 
precautions. On examination at periods of two and three 
months afterwards, they found the catgut replaced by a fibrous 
formation resembling tendon. They have also grafted on, 
instead of the catgut, portions of tendons removed from other 
animals of the sanie and different species. By these means 
the experimentalists observed that union by first intention 
took place, notwithstanding the difference of species and of 
organisation.—London Medical Record, January, 1886. 


REPARATION OF THE EXTENSOR TENDONS OF THE THUMB.— 
The patient, a man aged 35, cut the back of his hand with 
glass two months before presenting himself. After the acci- 
dent he was unable to extend his thumb, which was flexed on 
the palm of his hand. The cicatrix extended across the 
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wrist-joint at the upper part of the tabatiere anatomique. 
On making an incision, the distal ends of the divided long 
and short extensors of the thumb came into view; the proxi- 
mal could not be seen. Dr. Schwartz then exposed the 
tendon of the ext. carpi radialis longior, split it about 14 inch 
from its insertion into the second metacarpal bone, leaving 
one half attached to the bone, and the other half with a free 
lower end; to this he attached the distal ends of the extensors 
of the thumb by suture. <A good result ensued, both flexion 
and extension of the thumb being well performed, the latter 
somewhat peculiarly, the thumb: being first adducted and 
then extended.—Revue de Chirurgie, November, 1885. 


ELONGATION OF A MuscLe By MEANS OF PEDUNCULATED 
Muscre-FtLap.—Professor Scriba, of Tokio University, Japan, 
in a case of contracture of divided tendons after compound 
fracture of the arm, united several of them by suture; but 
found that the extensor digitorum communis muscle could 
not be united to its tendon on account of loss of substance 
of the latter. To elongate the muscle, he divided it in its 
upper part transversely half-way through, and splitting the 
muscle longitudinally for some distance down, turned the flap 
thus formed back, and united its proximal end to the free 
edge of the tendon. Union took place by first intention, and 
free motion of the fingers was made possible. The author is 
of opinion that such | plastic operations could not be done 
with he palthy muscles s; in this case the muscle was hard and 
shrunken. Surgery, April, 1886. 


OPERATION TO CorrEcT DEFORMITY RESULTING FROM 
Extensive Loss or SkIN oF THE ARM.—The patient desired 
amputation on account of the loss of use, and deformity, 
resulting from cicatricial contraction after phlegmonous 
erysipelas of the arm. Mr. Bell, instead of amputating, 
removed three inches of the lower part of: the humerus. 
The patient has now a useful arm with all the elbow move- 
ments.—Edinburgh Medical Fournal, September, 1885. 


Tue Rapicat Cure oF HyproceLe.—Dr. William T. Bull 
comments on the various methods of radical cure of hydrocele. 
He states that the injection of iodine has no deaths at its 
door, but a large proportion of recurrences—44 in 523 cases, 
i., 8.4 per cent. Acute suppuration supervened in five 
instances, or .g5 per cent. The carbolic acid injection sug- 
gested by Levis, of Philadelphia, has as yet caused no fatal 
result. In 82 cases reported by Weir and Abbé, suppuration 
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occurred in three, and one recurrence is noted. Dr. Keyes, 
in The Medical Record, February 20th, 1886, reports 50 cases 
treated by the carbolic acid injection with no accidents, and 
with perfectly satisfactory results. Dr. Bull mentions 343 
cases of Volkman’s operation (free antisepic incision with 
suture of the edges of the tunica vaginalis to the skin, and 
drainage), with three deaths, two from pyawmia and one from 
mercurial poisoning: a mortality of .53 per cent. Recurrence 
took place in five, or 1.45 per cent. Twenty-two cases of 
Bergman’s modification of Volkman’s operation are also 
quoted, with no deaths and no recurrences. Bergman extir- 
pates all the tunica vaginalis except that covering the testicle. 
Dr. Bull, in summing up, states that in future he will first 
attempt cure by the injection of carbolic acid, unless further 
experience shows it to be less satisfactory than at present. 
In case of failure by this, and provided strict antiseptic 
precautions can be carried out, he will adopt ‘* the only truly 
radical operation,” —-that of extirpation of the tunica vaginalis. 
—New York Medical Journal, March 13th, 1886. 

Dr. Keyes, after evacuating the hydrocele fluid, injects 
from thirty to sixty minims of pure carbolic acid deliquesced 
with glycerine. 


Rare Case or IntTestinaL MALrorMATion.—A male 
child, born in May, 1884, was found to have an imperforate 
anus. Dr. Jernegan dissected upwards in the ischio-rectal 
fossa; but failing to find the bowel, desisted and closed the 
wound. The next day the child began to pass faces with the 
urine, every such passage giving pain. At the age of five 
months, symptoms of obstruction of the bowels set in; for 
five weeks nothing but urine was passed by the urethra, and 
for several days all nourishment was vomited. These symp- 
toms passed away with the return of copious fecal discharges 
with the urine. The child died in August, 1885, from the 
prostration induced by the hot weather and teething. At the 
post-mortem, the intestinal canal was normal, except at its 
lower part. There was entire absence of the rectum. The 
descending colon, with its sigmoid flexure dilated, distended, 
and forced to the right side, like the letter V, opened by a 
rigid tube, an inch and a half in length by half an inch in 
diameter, into the prostatic portion of the urethra. The 
bladder, which was not at all dilated, and to all appearances 
healthy, contained a quantity of liquid feces. The urethra 
was injected, swollen, and dilated to such an extent that a 
large-sized catheter could easily be passed into the bladder. 
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Nothing abnormal was detected in the other abdominal 
organs. 

Such cases as the above have a physiological as well as a 
pathological interest, and seem to be a reversion to a primitive 
type of vertebrate life——Dr. E. P. Hurp, Boston Medical and 
Surgical Fournal, 1885. 


THe TREATMENT OF FRACTURE OF THE PATELLA.— 
Professor Denis contributes an interesting and instructive 
paper on this subject, which would well repay perusal. 
During the last five years he has treated and observed, in 
three large metropolitan hospitals, sixty cases of fracture of 
the patella. Almost every variety of apparatus and treat- 
ment, except wiring, was used in these cases. In a few only 
has the union been osseous and the perfect function of the 
joint restored. In the great majority the results have been 
unsatisfactory, 7.c., when contrasted with the results after the 
wire suture. In many cases without wiring, the bond of 
union has been narrow, and the joint a fairly useful one. 

Malgaigne states that he has never seen the function of 
the limb completely restored, even when the separation was 
limited to one-third of an inch. On the other hand, Professor 
Volkman states that in no case has he ever found bony union 
fail when the suture was employed. 

Professor Denis adduces three arguments in favour of the 
operation of wiring the patella: 1st. The absence of great 
danger to life and limb. 2nd: The superior results as regards 
function of limb and joint. 3rd. The greater rapidity of 
repair. 

As regards the objection, that equally good results can be 
obtained by the older methods of treatment, the analysis of 
the cases affords us a convincing argument to disprove that 
statement. 

Appended to his paper is a table of 182 cases. These 
Professor Denis subdivides into two sections: Ist. 49 
operated on before 1883, with seven deaths. 2nd. 133 oper- 
ated on since 1883, with four deaths. The fatal cases before 
1883 include those operated on by Barton in 1834, Gunn 
in 1864, Cabot in 1865, and Langenbeck in 1878. Of the 
other deaths, one was due to Bright’s disease and delirium 
tvemens; one to carbolic acid poisoning; in another, a surgeon 
assisted at the operation without purifying his hands, al- 
though they were bathed in the carbolic spray. The mor- 
tality previous to 1883, Professor Denis ascribes to the fact 
that the operation was in its infancy. He goes on to state: 
“With the gigantic strides which modern surgery is making, 
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it is safe to predict that in careful hands this operation will 
be devoid of every risk to life.” 

Of 182 cases of fracture of the patella, comprising 81 
recent, 53 old, 31 undefined, 12 compound, and 5 others, 75 
are described as having a good result, 35 a fair, and 24 a poor 
result. There were 11 deaths; in 31 the result is not known, 
and 6 are still under treatment. Among the fair and poor 
results are included 1 case of amputation, 11 of total, and 9 of 
partial ankylosis following suppuration ; 7 other cases suppu- 
rated (in two the result was ultimately good); 3 cases of total 
and 8 of partial ankylosis, apparently without suppuration. 

The conclusions to which Professor Denis comes are 
these :—1st. In compound fractures of the patella there is 
not the slightest question as to the propriety of wiring the 
fragments. 2nd. In recent and old fractures, with the full 
permission of the patient, and under the strictest antiseptic 
precautions, the operation, in the light of present statistics, 
is wholly justifiable. 3rd. In debilitated patients, and in 
those suffering from any organic disease, the operation should 
not be employed, and is in fact contra-indicated, as all other 

operations of expediency. 4th. It is not an operation which 
can be indiscriminately performed, and never by an ordinary 
practitioner with little surgical experience, and with little 
faith in the germ theory of inflammation. 5th. The success 
of this operation depends wholly on conscientiously carrying 
out the smallest detail in aseptic surgery; and the surgeon 
who is not imbued with the true spirit of antiseptic surgery, 
is guilty of a criminal act towards humanity if he attempts 
this operation. 6th. While the number of cases yet operated 
on is too limited to admit of deductions, by means of which a 
final settlement of this question can be made in the minds of 
surgeons, the future practice of the surgery in America, the 
birthplace of this operation, and the practice of other coun- 
tries, will soon enable us to condemn it, as an unsafe and 
unjustifiable procedure ; or else it will raise it to a pinnacle 
from which we can recognise one of the grandest triumphs of 
our art.—New York Medical Fournal, April 3rd and 1oth, 1886. 


NOTES ON OCULAR THERAPEUTICS. By F. 
RicHAarpson Cross, M.B. Lond., F.R.C.S.; Surgeon to 
the Bristol Eye Hospital; Ophthalmic Surgeon to the 
Bristol Royal Infirmary. 

A Case oF PotsoninG By Dusotsia.—A healthy lady, of about 

50, was sent me by the late Mr. Michell Clarke, with head- 
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ache and a Not being satisfied with my examina- 
tion and results, I directed her to put one of Savory and 
Moore’s Duboisin discs into each eye before seeing me on the 
following afternoon. During the afternoon I received a mes- 
sage from Mr. Clarke, asking me to call on his patient, who 
had been very ill, but was better. At about five o’clock I 
saw her, and obtained the following particulars: At 12.30, 
Mrs. W. put a disc into each eye, ‘and almost at once felt 
pain in them and headache. She sat down for a quarter of 
an hour, then walked to the dining-room, remaining perfectly 
still and quiet, complaining of giddiness in the head. She got 
to the sofa, was very tottering and weak, but perfectly con- 
scious. At one o'clock, when dinner was on the table, she 
stayed on the sofa, but was willing that meat should be cut 
up for her, though she did not eat it, and she constantly 
asked for water. She then began talking indistinctly, her 
ideas being natural, but her speech muffled. Some tea was 
brought her, which she tasted, but could not hold the cup 
herseif. She seemed as though faint, and her hands were 
very cold: said she felt as though she were dying, and con- 
sented to the doctor being sent for. When Mr. Clarke came, 
he rapidly found the case of the Duboisin discs, and applied 
appropriate remedies, but no strong drug as an antidote. She 
soon became quite delirious, very restless, excited, and garru- 
lous, tossing about from one side of the sofa to the ‘other, 
fancying herself a frog, and mimicking its movements, by 
trying to crouch and jump on the floor, picking up all kinds 
of fancied things. She said she-had sewing to do, and went 
through the pantomime of threading a needle: this she did 
many times. She could not walk without support; but after 
sw allowing a little coffee with great difficulty, she seemed in 
a measure to regain the strength of her limbs, and was able 
to move about the room in a feeble, tottering way, talking 
incessantly and incoherently the whole time. When I saw 
her, at five o’clock, she was fairly quiet, and indistinctly 
appreciated her condition, and that she was ill. She had 
consented to lie down, but at times wanted to get up and 
move about, and was still very excited; her pupils large and 
staring, her pulse weak, her skin fairly warm and moist. 
She drank some tea without any difficulty. At 6.30 she was 
quite herself again, though talking rather much, and every 
now and then throughout the evening losing the thread of 
what she was saying. And during the following day she was 
still weak and prostrate. 


InjuRious Errects or Cocaine.—Among the very large 
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number of cases in which cocaine has been used’ in ophthal- 
mic surgery, not a few have been recorded by good observers 
where unpleasant and even serious consequences have been 
attributed to its application. Desquamation of the corneal 
epithelium is probably frequently found; but much more 
definite changes result after operations on the cornea, under 
anesthesia by this drug, such as vesicular and parenchyma- 

tous keratitis, which may leave scarring of the cornea, and 
permanently interfere with vision; even panophthalmitis 
after cataract extraction has been attributed to its use. Some 
of the reported disasters may be assumed to be directly de- 
pendent on the drug, applied with every precaution; some 
are due to its application in too strong solution, or in too 
liberal a manner; whilst in others it has probably done no 
direct mischief, but has acted as the medium of septic inocu- 
lation. The gelatine discs may possibly readily take up septic 
material, as cocaine appears to be largely hygroscopic, and 
in solution it readily decomposes with the presence of septic 
organisms. Our cocaine solutions have for a long time been 
rendered aseptic by sublimate or boric acid, as is the case in 
most ophthalmic clinics ; and Galezowski has introduced into 
his discs a sufficient proportion of mercuric chloride. We 
have not traced any local trouble to the use of the drug, 
which we have used in 4 per cent. and 10 per cent. strength, 
but in a few cases slight conditions of constitutional trouble 
have seemed the result of its application; and after two 
cataract extractions, the patients were sleepless and very 
excitable throughout the night ; two others suffered from very 
severe headache, and two or three have had diarrhcea. 
There have been attributed by various observers to its use 
apathy, very marked malaise, headache reaching an extreme 
degree, dyspnoea, weakness in walking, difficulty of speech, 
cramps and trembling in the extremities, rena. loss of 
appetite, and even delirium. A case is published where three 
drops of a 2.5 per cent. solution produced severe prostration. 
Cocaine is likely, as its price is lowered, to come into very 
common use; but it is evidently necessary to have some care 
in its application, more ps urticularly, as published cases would 
seem to show, in children, old people,and worn-out consti- 
tutions. Preparations used should be sufficiently fresh, and 
discs containing it should be kept dry. <A 2 per cent. solu- 
tion is a more rapid and more transient mydriatic than the 
atropia group; it is especially useful in ophthalmic examina- 
tion of nystagmus, where it distinctly lessens the movements. 


ATROPINE ‘CoNJUNCTIVITIS.—The December number of 
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the Annales D’Oculistique contains a paper by M. Glorieux 
(Louvain), giving results of experiments with an absolutely 
pure solution of atropine on the circulation in the web of 
frogs and in the ear of rabbits. <A ligature, preventing affe- 
rent as well as venous circulation, surrounded each hind leg 
at the tibio-tarsal joints. The left foot was immersed in 
water, and the right in a solution of atropine 1 per cent. 
Control experiments were also made. In 24 hours the liga- 
tures were removed. Each web became marked by hyper- 
zmia; the right was more definitely and more persistently 
affected. The microscope showed the atropised vessels to be 
more dilated, and to present a closer network, and to contain 
masses of leucocytes,—some circulating with the blood, others 
lining the walls of the veins,—but no instance of diapedesis 
was seen. The condition was an inflammatory hyperemia, 
requiring four or five days in which gradually to subside; 
and a similar result followed exposure to a 1 per cent. solu- 
tion for 18 hours. The opposite web much more rapidly 
recovered its normal condition, having passed through hyper- 
wmic changes of far less degree. In order to show that the 
changes depended on the atropine, similar experiments were 
made by exposing the right web for a shorter time to a 2 per 
cent. solution. Unequivocal signs of inflammation resulted 
in 8 hours, the opposite foot being comparatively unaffected. 
By employing stronger solutions, increased inflammatory con- 
ditions were set up. After 6 hours’ application to the lig atured 
foot of a 4 per cent. solution of atropine, an hour after the 
section of the ligature, white globules crowding the field of 
the microscope were seen. Next day the capillaries were 
absolutely blocked by the abundance of leucocytes; in many 
veins the circulation passed in the form of corkscrews, 
because of the great number of white corpuscles which lined 
their walls. But swelling or cedema of the member scarcely 
ever resulted. Friedlaender’s observations on this absence 
of swelling with inflammatory conditions of the frog’s web 
are thus supported. Exposure for an hour to a 5 per cent. 
solution of atropine caused profound inflammation, which 
lasted for five days; and this solution caused gangrene after 
three hours’ mere contact. M. Glorieux next repeated his 
experiments on a warm-blooded animal—the rabbit. Fol- 
lowing Cohnheim’s procedure for producing inflammation as 
the result of anemia, he tied the base of the ears tightly 
round a cork placed in the concha, and injected into the 
right ear, by means of Pravaz’ syringe, slowly and with anti- 
septic precautions, from half a centigramme to two centi- 
grammes of neutral sulphate of atropine dissolved in a 
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gramme of water. The impunity with which rabbits eat 
belladonna is well known; and to kill these animals a 
gramme of atropine is required,—ten times the dose neces- 
sary to destroy a man,—the poison rapidly passing out of the 
system, mainly by the urine. The injection was retained, by 
means of the ligature, in the ear for three, four, or five hours. 
When the ligatures were removed, the two ears became in- 
tensely infected, but more so on the right side, where the 
atropine was; this ear showing divisions and subdivisions of 
vessels which were indiscernible in the left. Next day the 
left ear had usually assumed its normal appearance, but 
the right remained red and swollen and hot; but one of the 
four classical symptoms of inflammation was absent—pain. 
Pricking and pinching the inflamed ear on various occasions 
produced no effect. Often, the tip of the hanging ear became 
ulcerated by friction with the roughness of the soil,—an 
effect not to be wondered at when the anesthetic action of 
atropine is remembered. In four rabbits, a centigramme of 
atropine was injected into the right ear, and the ligature left 
from two to five hours: distinct manifestations of inflamma- 
tion showed themselves. Six other white rabbits showed 
redness and inflammatory swelling after the employment of 
half a centigramme of A age and the altered appearances 
lasted several days. M. Glorieux, in many varied experi- 
ments, has always Shiatcea in the rabbit, by the employment 
of atropine, an inflammation varying in intensity with the 
dose employed. This persistent hyperemia is strong evi- 
dence in favour of the paralysing action of atropine on the 
muscular coat of the bloodvessels. The mere ligature of the 
base of the ear, as shown by the controlling experiments 
made on the opposite side, and by Cohnheim’s experiments 
(where, after ligature for eight, ten, or twelve hours, not the 
least inflammation sometimes resulted), was not the cause of 
the inflammation. Moreover, in order to produce the para- 
lysing effect of the atropine on the muscular walls of the 
arterioles, it is necessary to cut it off for some time from the 
channels by elimination. Injections into the ear without pre- 
vious ligature of its root produce so little effect, that in an 
hour it is difficult to say into which side has been introduced 
water or atropine solution. A rabbit which had received two 
centigrammes ate its food just as it had done on the previous 
day. Follicular conjunctivitis, the result of atropinisation, is, 
then, dependent on the physiological action of the drug on 
the arterial muscular coats; and such cases usually occur 
amongst patients with a feeble vascular tone, who may so far 
be said to show an idiosyncrasy to the drug. Erythema and 
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eczema of the lids, and even chalazion, may thus result from 
the injudicious use of this vaso-dilating agent, however pure 
it may be. The remedy is cessation of the atropine, or else 
the combination with it of an astringent like zinc sulphate or 
lead acetate, which act by tending to contraction of the 
vascular walls. In a different category are the cases of 
irritation from a chemically impure atropine, as well as those 
due to the use of a septic solution. Salicylic acid or weak 
corrosive sublimate might with advantage be combined with 
atropine drops. 


PHLYCTENULAR OpuHtTHALMIA.—The connection of this 
affection of the eye with the strumous diathesis has been 
very clearly shown in several cases attending my clinic. A 
young man, aged 20, with several scars from strumous abscess, 
and one the result of lupus, came with a white phlycten half 
an inch in diameter on the outer segment of the corneo-scleral 
junction. The swelling was neither a pustule nor a vesicle, 
but a mass of lymphatic cells, or leucocytes, suggesting a 
strong homology of structure with an enlarged lymphatic 
eland which was present in the submaxillary region of the 
same side. Irritation with calomel insufflation was soon 
followed by absorption of the phlycten. Some episcleral 
staining continued for some time. 

A strumous-looking girl of 16 presented herself with a 
large mass of lymphatic glands close to the angle of the jaw, 
and phlyctenular conjunctivitis of the same side. The gland 
in front of the tragus on the temporo-maxillary joint was 
enlarged. The history of the case showed that whilst the 
large glandular mass had existed several months, the eye had 
only become affected quite recently for the first time. A 
slight conjunctivitis resulted in a day or two in phlycten, 
which soon became exaggerated into markedly-swollen con- 
junctiva and episcleritis, suggesting overdistension of the 
connective tissue lymph spaces of the conjunctiva by stasis 
in the lymphatic circulation. In this case | considered, after 

careful watching for many weeks, and on several occasions 
afterwards, that the abnormal conjunctival condition followed 
after, and resulted from, inflammation and enlargement of 
the glandular mass, and that the circulation from the conjunc- 
tiva through the transverse aa and temporal lymphatics 
was obstructed at the enlarged glands. ‘Treatment of the 
latter by iodide of potassium ointment reduced its size, and 
the eye improved without any direct local treatment, though 
calomel insufflation hastened the result on another occasion. 

In many cases the phlyctenule are accompanied by 
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cedema of the conjunctiva, rather than by hyperamia. 
The masses of lymphatic cells constituting phlycten, 
whether superficial or episcleral, are, in my experience, 
best treated by calomel irritation, whatever may be the 
vascular condition of the eye. At the same time extra 
treatment is applied according to the position of the 
lesion. I have found weak eserin drops of great benefit in 
the numerous cases among children where the little cell 
masses lie on the periphery of the cornea. When the cornea 
itself is affected, cocaine is of great service, with some anti- 
septic such as salicylic or boric acid. The constitutional 
condition, sometimes anamic and sometimes plethoric, also 
requires appropriate treatment. Should the phlycten undergo 
degeneration, forming a pustule or an ulcer, the calomel 
should be « liscontinued, and, usually, sedative remedies should 
be ordered; but at this stage a weak ‘‘ yellow”’ ointment is 
frequently of much benefit. 


Corrosive SusLiMate.—A solution, in strength 1 to 3000 
for the lids and skin, 1 to 5000 for the mucous membrane, has 
been most freely used in nearly all my operations during 
the last eight months with excellent results, and, so far as I 

can judge, without producing any opacity (as is the case with 
lead-salts) in the corneal tissues. Carbolic solution is used 
after alcohol for purifying all instruments. 


I have but little faith in iodoform as an antiseptic for eye 
lesions. 


MICROZYMES IN NUTRITION. 


M. B&écuamp sums up his views on the action of microzymes 
in nutrition, and on the origin of ferments in general,—in 
connection with the prolonged discussion on the ptomaines, 
leucomaines, and microbes, and their role in pathology,—in 
the following clauses: 


The interior of living bodies is not a passive something, 
more or less comparable to a vase full of fermentable material. 
There are not, in the first instance, morbid germs in the air, 
water, or earth. 


The organism, living, is so in all its parts, not owing to 
any occult qualities called virtue of transformation, vital force, or 
any other name; but, inasmuch as it is formed of anatomical 
elements, living pe vy se, and, as such, physiologically imperish- 
able and essentially active—which are the microzymes. 

3. The organism does not contain foreign attenuated 
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germs of microbes, latent or manifest, unless accidentally 
introduced ; but the microzymes of its different regions and 
organs become, in certain cases, what are improperly called 
by the name of microbes. 


4. The living body is not hostile to the introduction of 
micro-organisms, either from outside or from any other new 
cause; but, thanks to microzymes, it realises the ensemble of 
functions that resist death, of which Bichat spoke. 


5. The microzymes, ab ovo, explain the chemical and 
histological phenomena of the organism during its develop- 
ment, produced, not by evolution, but by epigenesis. 


6. Microzymes in successively-forming cells, tissues, and 
organs, change functions at the same time as the cells of 
those organs. Different again are the microzymes of the 
blood, the liver, the pancreas, the parotid, the gastric glands, 
the nervous system, the bones, &c. 


7. During these changes the microzymes remain morpho- 

logically alike; but their composition changes with their 
gically 
functions. On a line with their develo pment. by epigenesis, 
] y 
there is also functional evolution of microzymes in the cells 
formed by them in the tissues and in the organs. 
y g 


8. Functional evolution, with a change in the composition 
of the microzymes, explains why different sorts of cells in the 
organs, and tissues of the organism, are not nourished in the 
same way; and why, with the same nutritive materials, they 
secrete different products, not only in the same being by 
different organs, but by the same organ in distinct species. 


g. The microzymes of a part taken from a living organism 
may, by evolution, become vibrios, whether in a region 
artificially cultivated, or in the part itself; and that fact 
alone ruins entirely all the microbian system. 


10, The organism physiologically healthy is that of which 
the microzymes of all the cells, tissues, and organs, are con- 
formed to an ideal type, not having undergone change by 
any extra-physiological influence whatever. 

11. The microzymes in a given region of an organism 
during life may undergo vibrional evolution, without for that 
reason endangering existence in what is essential to it. 


12. In tissues, pustules, humours, phlegmos, cysts, &c., 
when microzymes swarm, whether free or evolved, they 
proceed from the breaking down of the cells, such breaking 
down being caused by them when nutrition has been inter- 
rupted at its seat. 
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13. The microzymes becoming, by functional evolution 
and by relative composition, what they are in each organic 
centre, may also under various influences—physical, chemical, 
or moral, through excesses, or privations, or heredity,—undergo 
in their functions a new development which produces a 
different temperament, predisposition, or susceptibility, even 
a different diathesis. 

14. The microzymes may also become morbid ; that is to 
say, manifest another order of activity, from which results a 
disturbance of nutrition which produces a change of focus, 
the destruction, more or less complete and rapid, of the cells, 
and the progressive bacterian evolution which follows. This 


morbid condition may also produce an abnormal cellular 
proliferation. 


15. The morbid microzymes of a given morbid state 
belong to such and such order of tissues, or organs, without 
causing those of a different order to become so also. 


16. Morbid microzymes of contagious, infectious, or viru- 
lent complaints may transmit their state in different ways to 
microzymes of the same order in a healthy organism,— 
especially when the predisposition above defined is acquired, 


—and communicate thus the same disease as that which the 
case they proceeded from possessed: a disease of which the 
gravity depends, above all, on the actual state of the subject 
attacked. 


17. Morbid microzymes, whether become bacterian or 
not, may be cultivated quite as well as healthy microzymes. 


18. Morbid microzymes of animals may not transmit their 
morbidity to microzymes of the same order in an individual 
of another race of the same sort and the same age, because 
these have not the same receptivity; but they may com- 
municate the same disease to younger individuals of the same 
race. 


19. The microzymes of two animal species more or less 
distant are not necessarily functionally identical, either 
generally or in the same organic centres: that is why morbid 
microzymes may communicate the disease to one species, and 
not to another. 


20. By regression, or otherwise, the different forms of 
bacterian evolution of microzymes may return to their 
initial form of microzymes slightly modified; but then, as 
in the cultures so in the organism, the acquired morbific 
function may disappear. 
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21. After death, when the phenomena of decomposition 
supervene, @ fortiori, after total destruction, morbid micro- 
zymes, evolved or not, from whatever disease, lose that 
acquired morbific function, and become of the order of atmo- 
spheric microzymes, or those of water, or earth; that is to 
say, inoffensive. 


22. Morbific microzymes, or bacteria, also lose their 
morbidity by certain cultures, or by applying a suitable 
temperature. This morbidity they lose little by little, and 
that is, what is called the attenuation of the microbe. 


23. It follows from these two last facts that only acci- 
dentally can morbific microzymes exist in the air: they 
cannot normally exist in it. 

24. The microzymes of the alimentary canal essentially 
represent microzymes of digested food, and those that pro- 
ceed from our own tissues and cells of the intestinal epitehlium. 
The microzymes of the buccal cavity, and the bacteria found 
there, also come essentially from the cells of that cavity, &c. 


25. Morbid microzymes, evolved or not, may again become 
healthy ; that is to say, by an inverse change of function they 
may progressively return to their normal mode of nutrition. 
In this consist cure and return to health. 


26. It is necessary to distinguish diseases really parasitic 
from microzyme diseases; these latter are not parasitic, 
otherwise we should have to say that parasites make us living. 


27. Antiseptics are useful, not to prevent the toxic action 
of pretended atmospheric microbes, but to prevent or efface 
the morbid functional evolution of microzymes proper, placed 
by traumatism or other circumstances in an abnormal situa- 
tion. 

M. Béchamp appears to be entirely opposed to the micro- 
bian doctrines of M. Pasteur, the theory of microzymes being 
exactly opposed to that of the microbes. The.latter supposes 
that the pathogenic microbes pre-exist in the air, at least in 
the form of germs; whereas the former supposes that the air 
does not contain them at first, but that our organs contain 
the microzymes, the germs which are capable of developing 
vibrios by evolution.—Bulletin de l Académie de Médecine, No. 16, 
April 20th, 1886. 





Acbicws and otices of Books. 


Bath, Contrexéville and the Lime Sulphated Waters. By 
JoHN MacpHerson, M.D. Pp.52. London: H.K. 
Lewis. 1886. 


This is a useful and pleasantly written little work on a 
class of waters which are of the greatest therapeutic value. 
Analysis of the various springs, British and Continental, 
with descriptions of the various diseases which derive most 
benefit at the individual spas, and accounts of the climatic 
and local conditions which exist in their neighbourhood, form 
a guide book which will be highly appreciated by medical 
men. 

The work has a local as well as a general interest. Hear 
what he says of our neglected Hotwells: ‘‘ The idea has been 
frequently entertained of late, of endeavouring to restore the 
popularity of the old wells, but nothing has as yet been prac- 
tically effected. To carry out such a plan, the two most 
necessary measures seem to be, to have the wells entirely 
protected from the tide, and to have their waters pumped up 
with as little loss of heat as possible to the top of the bank, 
for patients will always prefer to drink the water without 
having to ascend 200 feet or more, after their potations. Is 
there any probability of success in an attempt to restore the 
waters? Itis hard tosay. But the remarkable healthiness 
of Clifton is in its favour, and a great deal will depend on the 
management of the waters, on the arrangements made for 
the local treatment of the fauces and larynx, on assiduous 
advertising, and not a little on fashion. There is no reason, 
particularly when we look back to the past, why the scheme 
may not succeed, when we recollect that Evian, which is 
cold, and has a feebler mineralisation than the Hotwells, is 
considered to be a good substitute, in vesical affections, for 
Vichy and Contrexéville, and that lime-waters, like Lipp- 
springe and Weissenburg, one a little warmer and one a little 
colder than the Hotwells, neither to my mind very attractive, 
enjoy a reputation in pulmonary complaints.” 


11 
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That the revival of the spa would be attended with suc- 
cess we have no doubt whatever. Baths are not, in the first 
inception at least, necessary. A pump-room, a good band, a 
small concert-room, and advertising, are all the essentials. 
The present Observatory, with very slight change, would 
form an excellent pump-room and concert-room. ‘The water 
could easily be raised that height with little loss of heat. 
The situation of the Observatory is an ideal one for a pump- 
room. It is at a little distance from places of residence, and 
the useful morning walk is thereby rendered essential. It is 
in a breezy open situation, with a lovely view, where the rest 
after drinking is both beneficial and pleasant. It is sur- 
rounded by an open space forming a magnificent promenade, 
on which the morning stroll may be taken while the band plays. 
We venture to affirm that, as a site for a pump-room, the 
Observatory hill at Clifton is unrivalled in England. The 
Hotwells, with their two or three thousand gallons per hour 
of highly valuable medicinal waters, could easily be carried 
thither by a small engine through a metal tube an inch in 
diameter. If on the whole scheme our Corporation were to 
expend one half of the sum which our spirited neighbours at 
Bath expended the other day on a slight extension of theirs, 
we should have Clifton again a fashionable health resort. 

The Hotwells water is peculiarly suited to the diseases of 
modern life; the climate and environs of Clifton are such as 
the hurried and jaded brain-worker of the nineteenth century 
longs for. It only wants (to put it from the taxpayers’ point 
of view) the expenditure of half a dredger by the Corporation 
of Bristol to restore the past repute of the spa, and improve 
the future prospects of Clifton. 


Elements of Materia Medica and Pharmacy. By ALFRED 
W. GERRARD, Examiner to the Pharmaceutical 
Society, &c., &c. London: H. K. Lewis, 136 
Gower Street. 1886. 


An excellent book, which fulfils its pretensions. It is 
scarcely a work which is of value to the practitioner, but 
appeals to the medical student in the earlier part of his career. 
Mr. Gerrard’s experience at University College Hospital has 
taught him what the examining bodies expect the student to 
know of Pharmacy and Materia Medica, and he has prepared 
a well-arranged manual to help to the attainment of that 
knowledge. The book partakes rather of the nature of a 
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‘‘cram,”’ but the acquirement of an ephemeral knowledge of 
Pharmacy is always more or less of that kind. It is clearly 
printed on good paper, and free from mistakes and clerical 
errors, so far as we have observed; and to students about to 
go up to the examination in Materia Medica of the Conjoint 
Board is to be strongly recommended, the slight amount of 
therapeutical information given being sufficient for that 
purpose. 


Inflammations of the Liver and their Sequela, Gc. By 
Dr. GEORGE Har.ey, F.R.S. London: J. & A. 
CHURCHILL. 1886. 


Although a small medical work by an author of repute 
can seldom have been prefaced by so much bad grammar 
and worse taste, a conscientious perusal of the book itself 
shows that Dr. G. Harley’s manner does some injustice to 
his matter, and that his extensive experience in diseases con- 
nected with the liver has enabled him to make some sugges- 
tions and tabulate some facts, which, if not absolutely new, 
are at least freshly put forth, and go far to prove the proposi- 
tions he maintains. This is well shown in the statistics he 
quotes to show that hepatic abscess is much less infrequent 
in England than has generally been supposed, and, indeed, 
is more common in Englishmen in their own country than in 
those residing in India! As Dr. Harley lays claim to “ prac- 
tical and theoretical innovations,” it is curious that when he 
says so much upon the pathology of the varieties of hepatic 
abscess, no allusion is made to the novel fact, that many of 
the cases of diffuse suppuration of the liver occurring in this 
country are found to be examples of Actinomycosis, if they 
are subjected to microscopical investigation. 

A paragraph in the earlier part of the work raises hopes 
that some really new methods of treatment will receive full 
description and discussion: these are, direct hepatic phlebo- 
tomy, puncturing the liver capsule in congestive hypertrophy, 
and emptying the gall-bladder of calculi by means of manual 
and digital kneading. Of each of the operations of punctur- 
ing the capsule and of direct hepatic phlebotomy, one example 
only is given; but of the latter necessarily hazardous opera- 
tion physicians would like to have more of Dr. Harley’s 
experience recorded before they will feel themselves justified 
in putting it into practice. Of the method of removing gall- 
stones from gall-bladders, and calculi from ureters in which 
they are impacted, by the process of kneading, no examples 
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or details are given, though the treatment has been practised 
by Dr. Harley “successfully during the last few years.” 
Until conclusive evidence can be adduced to prove that it is 
possible to move a calculus along the duct by kneading the 
abdominal walls, most persons will consider that the proce- 
dure is at the best but useless. 

With Dr. G. Harley’s large opportunities we should 
expect a more philosophical treatise than is this book, in 
which Self seems more prominent than either Syntax or 
Science. 


A Manual of Surgery. In three volumes. In Treatises 
by various authors. Edited by FREDERICK TREVEsS, 
F.R.C.S. London: CassELL & Co. 1886. 


After carefully reading and, in the cases of not a few por- 
tions, re-reading this work, we have come to the conclusion 
that it is, for the student, the best work on English Surgery 
in existence. It is no disparagement to pass the trite remark, 
that ‘“‘the articles being contributed by so many writers, are 
of unequal merit”; but it is more than can be said of any 
similar work by a single author, that none of the articles are 
weak or commonplace; that the great majority are excellent ; 
and that not a few of them are models of their kind. 

In the space at our disposal it is impossible to give even 
the most meagre summary of the various articles. A good 
many of them have been contributed by men whose authority 
on their subjects cannot be surpassed. Such are those by 
Hutchinson on Syphilis, Butlin on Tumours, Furneaux 
Jordan on Shock, Harrison Cripps on the Rectum, Henry 
Morris on the Abdomen and the Kidney, and Whitehead on 
the Mouth and Throat. Some of the very best articles are 
written by men less widely known: among these, we would 
select for special commendation those by Pearce Gould on 
Diseases of the Blood Vessels. 

The Manual is thoroughly up to date; and in this respect 
it is superior to any manual, system, or cyclopedia with 
which we are acquainted. Crotchets, statistics, and bibli- 
ographies are conspicuous by their absence; pure science, 
ascertained fact, and the matured decisions of men compe- 
tent to decide, form the matter of the work. 

We confess that we should have preferred to possess the 
Manual bound in one “handsome octavo volume,” index, 
contents, and all complete, within one set of quiet boards, to 
this little trinity of glaring red. 
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On the Fetus in Utero. In a series of Essays by 
ALEXANDER Harvey, M.D. Pp. 140. London: 
H. K. Lewis. 


Five essays bearing on the interesting subject of Feetal 
Inoculation, and printed in various periodicals some years 
ago, are here gathered together in a little volume. The 
essays are scientific and scholarly, exceedingly suggestive, 
and written in elegant language. The writer is very chary 
in drawing conclusions, but he presents his facts in sequences 
which cannot fail to suggest inferences. The whole subject 
is well worthy of careful study, and Dr. Harvey has done 
well in gathering together these numerous observations, and 
presenting them so clearly and graphically to the student. 


We commend to the notice of our readers three handy 
little volumes :—Tirard’s Prescriber’s Pharmacopeia, published 
by J. and A. Churchill; Lewis’s Medical Vocabulary, and 
Aitchison’s Synopsis of Therapeutics, published by Pentland of 
Edinburgh. 


NEW EDITIONS. 


(1) Elements of Practical Medicine. By A. H. Carter. 4th Ed. 
Pp. 443. London: Lewis. 

(2) A Guide to Therapeutics. By R. Farguyarson. 4th Ed. 
Pp. 394. London: Smith, Elder & Co. 

(3) Alpine Winter. By A. Tucker Wise. 2nd Ed. Pp. 121. 
London: J. & A. Churchill. 

( 


3 

4) How to Use a Galvanic Battery. By Herpert TIssits. 
3rd Ed. London: J. & A. Churchill. 

(5) A Guide to the New Pharmacopeia. By PRosseR JAMES. 
2nd Ed. London: J. & A. Churchill. 


(6) Diseases of the Lungs. By Dr. Poweti. 3rd Ed. London: 
J. & A. Churchill. 


(1) An author is quite justified in assuming that his work, having 
passed through four editions in five years, ‘‘ meets a distinct want,” 
as Dr. CarTER expresses himself in the preface to his book. It is 
surprising how much material may be put into so small space if 
verbosity is eschewed, repetition avoided, and unverified hypotheses 
ignored. We have here only absolute fact, rigidly classified and 
told in simple clear language. It admirably fulfils the purpose with 
which it was written, ‘“‘to provide the student with a general intro- 
duction to the study of Medicine.” 
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(2) It is creditable to Dr. FArquHARsoN that, in the midst of his 
Parliamentary labours, he has been able, so soon after the publica- 
tion of the new Pharmacopewia, to bring his work on Therapeutics 
abreast of it. The changes in the work, the general character of 
which we have already described and praised, are limited almost 
entirely to those rendered necessary by the action of the Pharma- 
copeia Committee. He considers that the Committee have not 
discharged their duties well: what Committee ever did ? 


(3) It is no easy matter to hide what our Yankee friends would 
call a ‘‘boom” under the pretence of a scientific treatise on the 
medical aspects of Alpine Winter. The chief end of this work is to 
describe the advantages of the Maloja as a health resort in general, 
and of the Hotel Kursaal as a place to stay at in particular. Dr. 
Wise’s work has less of the character of an advertisement than 
such productions usually have. The Hotel Kursaal seems to be 
absolutely the best building of its sort in existence: ventilated, 
warmed, and altogether set up in the latest and best lights of 
science, and apparently without regard to expense. The Maloja 
plateau has evidently a future before it. Dr. WisE’s general remarks 
on the selection, clothing, and management of patients are short, 
practical, and to the point. 


(4) How many books are written for the ‘ busy practitioner!” 
What proportion of practitioners are busy, and how many of the 
busy ones read the books written for them, is not very clear. What- 
ever of the time which courtesy describes as being “ valuable” can 
be spared by the practitioner to the study of electro-therapeutics, 
may be most profitably spent in a perusal of Dr. Tipsits’ little work. 
It provides, within very small compass, a well-told and thoroughly 
practical account of the whole art of galvanism as applied to 
Medicine. 


(5) Dr. Prosser James’ useful Guide to the New Pharmacopaia 
having been at once bought up, he now issues a second edition, 
printed on better paper, more strongly bound, and supplied with 
a useful index. 


(6) Dr. PowELvL’s work on the Lungs is, as compared with the 
original edition published in 1878, a new production. New chapters 
have been added, much has been re-written, and the whole book 
has been recast and considerably increased in size. It is a good, 
sound, sensible book, dealing in an earnest, simple, and straight- 
forward manner with a highly important class of diseases. The 
author wisely subordinates the theoretical to the practical, and the 
speculative to the assured. While we cannot complain that he over- 
looks modern views as to germs and their influences, we must fully 
admit that he does ample justice to old and tried plans of treat- 
ment. The book is well worthy of a permanent place on the shelves 
of even a small medical library. 





SCRAPS 


PICKED UP BY THE ASSISTANT - EDITOR. 


The Wrong Place.—‘‘It’s no use to feel av me wrist, doctor,” said Pat, 
when the physician began taking his pulse: ‘‘the pain is not there, sir; 
it’s in me head entoirely.”’ 

Things one would rather have left unsaid.—Patient : ‘‘I am so sorry, 
doctor, I was obliged to send for you so late in the day, and to bring you 
this long way on purpose to see me.’’ Doctor: ‘‘Don’t name it. I had 
another person to see close by, and I can kill two birds with one stone !”’ 


Another Hermaphrodite.—Among the replies to an advertisement of a 
musical committee for ‘‘a candidate as organist, music-teacher, &c.’’ was 
the following one: ‘‘Gentlemen,—I noticed your advertisement for an 
organist and music-teacher, either lady or gentleman. Having been both 
for several years, I offer you my services.”’ 

Scientific Enquiry.—At a local medical meeting a country child of 
tender years having an anomalous skin-eruption was shown. There was 
some suspicion that it had a specific origin. An enquirer, more enthusi- 
astic than discriminating, asked the child: ‘‘Has your mother ever had 
any mis-carviages ?’’ ‘No, sir,”’ she said; ‘‘ mother has always took round 
the vegetables in a donkey cart.” 


Was he the Poet’s Doctor ?—The Allgemeine Wiener Medicinische Zeitung 
announces that a grave-stone exists in the churchyard of Fredericksburg 
bearing the following inscription: ‘‘ Here lies Edward Heldon, a medical 
and surgical practitioner, the friend and companion of William Shakespeare, 
of Avon. He died after a short illness in the year of our Lord, 1618, in 
the 7oth year of his age.’’-—7'he Medical and Surgical Reporter, Philadelphia. 


Cheltenham Waters.—A correspondent in one of the Society papers 
says: ‘‘There can be no doubt but that Cheltenham is looking up asa 
health resort. In 1885 some fifty-two gallons of the Montpellier Spa 
waters were consumed. Already this year over a hundred gallons have 
been taken. I am not surprised at this. The waters are equal to those 
obtained at any foreign spring. Cheltenham is much more easily reached 
than any of the continental health-giving towns, and in addition is a very 
pleasant and pretty place.”’ 


Physiology in Elementary Schools.—To the question, ‘‘ Describe the 
process of digestion,’ one of the children ‘‘presented”’ in physiology 
replied : ‘‘Food is digested by the action of the lungs. Digestion is brought 
on by the lungs having something the matter with them. The food then 
passes through your windpipe to the pores, and thus passes off your body 
by evaporation through a lot of little holes in your skin called capillaries. 
The food is nourished in the stomach. If you were to eat anything hard 
you would not be able to digest it, and the consequence would be you 
would have indigestion. The gall-bladder throws off juice from the food 
which passes through it. We call the kidneys the bread-basket, because 
it is where all the bread goes to. They lay up concealed by the heart.”’ 


Quack Medicines.—Dr. John Lindsay, in an address on ‘‘ The Relation 
of Faith to Medical Treatment,” reported in the Glasgow Medical Journal 
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says: ‘‘About a century ago an ignorant, vulgar woman, Joanna Stephens 
got £5,000 from the government of the day for revealing her medicines, 
which had worked wonders on dukes, duchesses, bishops, and thousands 
of all sorts. Before giving the £5,00o—a very big sum in those days— 
government, in its wisdom, appointed a commission, which reported 
favourably as to the utility, efficacy, and dissolving power of the stuffs. 
They included a powder, a decoction, and pills, and were made of snails, 
egg-shells, hips and haws, carrot-seeds, soap, &c. This shows the very 
great value of a government commission.”’ 


Farinaceous Diet.—In reference to the statement that chemical analysis 
of pop-corn shows it to contain more albuminoids than most of the other 
cereals, and that in certain parts of the West it is extensiveiy used asa 
regular article of food, the Medical Record (New York) says that our Pilgrim 
Fathers made some personal experiments with pop-corn; the result being 
that they started a Day of Thanksgiving for not having to live on it any 
longer. Whereupon the American P. vactitioney and News adds: “In the 
light of the above chemical revelation, the logical fitness and poetic beauty 
of the following old rhymes are manifest : 

‘And there they sat a-popping corn, 
aged Styles and Susan Cutter ; 


John was as strong as any ox, 
And Susan fat as butter.’ 


That those Calvinistic ascetics known as the Pilgrim Fathers should 
cloy upon so rich a diet is no matter for surprise when one notes the fond- 
ness of their descendants for dry cod-fish, beans, and starved mackerel.” 


Town-resurrectioning sixty years ago.—The time chosen in the dark 
winter nights was from six to eight o’clock, at which latter hour the church- 
yard watch was set, and the city police also commenced their night rounds. 
A hole was dug down to the coffin only where the head lay—a canvas 
sheet being stretched around to receive the earth, and to prevent any of it 
spoiling the smooth uniformity of the grass. The digging was done with 
short, flat, dagger-shaped implements of wood, to avoid the clicking noise 
of iron striking stones. On reaching the coffin two broad iron hooks under 
the lid, pulled forcibly up with a rope, broke off a sufficient portion of the 
lid to allow the body to be dragged out, and sacking was heaped over the 
whole to deaden the sound of the cracking wood. “The body was stripped 
of the grave-clothes, which were scrupulously buried again; it was secured 
in a sack, and the surface of the ground was carefully restored to its 
original condition,—which was not difficult, as the sod over a fresh-filled 
grave must always present signs of recent disturbance. The whole process 
could be completed in an hour, even though the grave might be six feet 
deep, because the soil was loose, and the digging was done impetuously by 
frequent relays of active men. Transference over the churchyard wail 
was easy in a dark evening; and once in the street, the carrier of the sack 
drew no attention at so earlyan hour. Dr. Knox, who in his time was the 
most popular lecturer on anatomy in Edinburgh, fell into blamable care- 
lessness in his transactions with Burke and Hare and others. He must 
have known that the bodies which were brought to him warm and flexible 
could never have been buried. Although, in the inquiry into his alleged 
criminality, he was not found guilty, a strong feeling set in against 
him. His talent as a lecturer kept his class-room crowded as usual, but 
only for a few years. The numbers fell off at last. He left Edinburgh; 
and, after various vicissitudes and successive descents, he sank, before his 
death in London, to a state not much above destitution. One of his last 
occupations was that of lecturer, demonstrator, or showman, to a travelling 
party of Ojibbeway Indians.—The Life of Sir Robert Christison. 





